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FOREWORD 


TuHIs Journal first made its appearance in January, 1902, as a 
monthly publication under Mr. Alban Doran. During the Great 
War it was found impossible to carry it on and it ceased publica- 
tion in May, 1919. The Directors decided, on the proposition of 
Professor Blair Bell, to start the Journal again as a Quarterly 
instead of a monthly mainly because it had proved difficult to 
cbtain sufficient articles for a monthly publication. Mr. Comyns 
Berkeley was appointed editor. The first number of the new series 
was published on January I, 1920, and the decision to publish the 
Journal as a Quarterly has been fully justified. 

Towards the end of 1932 the Directors were notified that, owing 
to the greatly increased number of suitable articles offered for 
publication, it had been found impossible to publish these articles, 
for the last few years, until some months after they had been re- 
ceived and the Directors felt that provision should be made for 
avoiding this delay. 

Accordingly, it was decided in the future to issue the Journal 
bi-monthly, commencing in February, 1933, and although each 
number will not be so large as those published quarterly the 
authors will have their contributions published sooner. 

The publication of the Journal is an expensive matter. There 
was a deficit of some £1700 in 1915 which has been liquidated and 
a small credit balance is in sight. The extra subscription will only 
just cover the cost of the two additional numbers and if the Journal 
is to continue to hold the leading position to which it has attained 


the Directors feel that it must be supported by more subscribers 
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than at present. A large proportion of obstetricians and gynae- 
cologists of the British Empire do not subscribe, although many 
letters and personal communications are received from time to 
time expressing appreciation of the Journal and acknowledging 
what a great assistance it is to those practising in the departments 
of medicine to which the Journal is devoted. 

Every care is taken to keep the expenses of the Journal as low 
as possible. The services of the Directors and of the Editor are 
given entirely free, and it is sincerely hoped that all those who do 
not subscribe already will now make a serious effort to do so. 





Puerperal General Peritonitis 
by 
L. N. Pyrau, M.Sc., Ch.M., Ch.B. (Leeds), F.R.C.S. (Eng.). 


Surgical Tutor, University of Leeds. 
and 


C. OLDFIELD, M.D. (Lond.), F.R.C.P. (Lond.), F.R.C.S. (Eng.). 


Honorary Consulting Gynaecological Surgeon, General Infirmary, 
Leeds. 


From the Departments of Surgery and of Gynaecology in the 
University of Leeds. 


INTRODUCTION. 

GENERAL peritonitis is one of the most serious catastrophes which 
can befall a woman infected during the puerperium. Professor 
Whitridge Williams,’* speaking in the discussion on puerperal 
sepsis in London on April 22nd, 1925, said: ‘‘ From my personal 
experience, I say that when a woman has general streptococcal 
peritonitis, she will die, whatever you do for her.’’ We believe that 
this statement is in complete accordance with contemporary 
opinion. 

Although peritonitis exists in a very large proportion of cases 
of puerperal sepsis which terminate fatally it very often escapes 
recognition both by the practitioner and by the surgeon. While it 
is sometimes insidious in its development and difficult to recognize 
until just before death, most cases present symptoms and signs 
which point to a correct diagnosis while the condition is in its early 
stages and still amenable to successful treatment. In every patient 
in whom puerperal infection is present, the possibility of the 
development of peritonitis must always be considered. If the 
infection of the peritoneum extend from the diaphragm to the 
pouch of Douglas, and from loin to loin when first it is diagnosed, 
then the patient will not recover. We maintain, however, that if 
a diagnosis of spreading peritonitis be made before the peritoneal 
involvement has become general, an immediate operation for 
drainage of the abdomen offers, in many cases, a fair chance of 
recovery. 
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HISTORICAL NOTE. 


The literature of puerperal peritonitis in recent years has been 
very scanty but many papers dealing with the subject were 
written in the early part of the last century. The symptoms and 
the diagnosis of the condition were well understood and, in France 
especially, many dissertations and treatises were written about it. 
Baudelocque (1830) in his ‘‘ Péritonite Puerpérale’’ wrote at 
length about causes, symptoms, prognosis and treatment. Many 
isolated cases were also recorded. Gibson (1841) reported a fatal 
case in which some degree of localization had occurred before 
death and a large abscess had begun to empty into the rectum 
by a fistulous opening. A fatal case of gangrene of the wall of the 
uterus with general peritonitis was recorded by Graham (1829); 
erysipelas of the face was present as a complication. Mitchell 
(1863) recorded a series of 27 cases in which were four deaths but 
many of these were certainly not puerperal streptococcal peri- 
tonitis. Fordyce Barker (1876) gave an excellent account of the 
clinical manifestations of the disease and of the treatment then 
in vogue. He advocated the opium treatment (introduced by 
Professor Alonzo Clark) together with quinine, abdominal 
counter irritants and vaginal injections. He recognized the 
serious nature of the condition and he was aware of its frequent 
discovery at autopsy in fatal cases. 

As surgical interference became more common several cases 
were put on record in which there had been at first symptoms and 
signs of general peritonitis but later a large abscess had formed 
and had pointed in the abdominal wall—usually near the 
umbilcus—- and had been incised and drained. Such were the 
cases of Taylor (1888), Grange (1882) and Langlet (1882), all of 
which recovered; in Illoway’s case (1886) a subphrenic abscess 
developed, which tracked into the pleural cavity, thence to 
the lung and was finally evacuated through a bronchus. Gordon 
(1896) reported two fatal cases of general peritonitis after abor- 
tion, in one of which abdominal drainage was performed. 
Teichelmann (1891) reported a case of general puerperal peri- 
tonitis caused by a ruptured pyosalpinx; recovery followed 
drainage. Grandin (1893) recorded a fatal case in which lapar- 
otomy and drainage were performed. Besnier (1887) published 
one in which puncture of the abdomen with the evacuation of five 
litres of pus effected a cure. Chappel (1888), Dunlop (1884), 
Woodward (1888) and Page (1893), all published cases which 
recovered after laparotomy and drainage. Page’s case was due 
to the rupture of an ovarian dermoid. Boquel (1912) regarded 
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puerperal peritonitis as a condition at once difficult to diagnose 
and hopeless to treat, while Yates (1912) was definitely opposed 
to operative treatment. 


INCIDENCE. 

Although statements appear in textbooks that peritonitis is a 
very common cause of death in cases of puerperal sepsis, we 
feel that among practitioners of medicine generally it is not suffi- 
ciently recognized that peritonitis is without any doubt the most 
common cause of death in puerperal fever. Leishman (1888) 
described puerperal peritonitis as ‘“‘one of the most frequent 
inflammatory sequelae of delivery and the most familiar accom- 
paniment or complication of puerperal fever.’’ Norris (1896), 
Dakin (1897), Hirst (1900) and Jewett (1902) all recognized that 
acute general peritonitis occurs in a very considerable number of 
fatal cases of puerperal fever. Whitridge Williams’® states in 
his book that in the majority of cases of puerperal infection 
which end fatally, death is due to peritonitis and that recovery 
follows in only a very few cases. Berkeley and Bonney’ differenti- 
ate between active puerperal peritonitis and passive peritoneal 
intoxication; the former, they state, is nearly always fatal, the 
latter probably always so. 

No large series of figures is available. Table I shows the 
incidence of peritonitis at autopsy in the series collected by a 
Committee of the Royal Society of Medicine’ and in that collected 
by the North of England Obstetrical and Gynaecological Society.’ 
We have been allowed to examine the post-mortem records of 
cases dying from puerperal fever in the Leeds Maternity Hospital 
between 1924 and 1931 and these figures and those of Kneise”’ are 
also given. 

TABLE [, 


Series of fatal cases of puerperal sepsis showing the incidence of general 
peritonitis, 
Total Cases with 
post-mortem general Per- 
examinations __ peritonitis centage 
Royal Society of Medicine, 19257 35 14 
North of England O. and G, Society, 


1925 ' 49 23 49 
Leeds Maternity Hospital, 1924-1931 26 15 58 
Kneise (quoted by W. Williams) 89 43 48 


199 95 48 


40 


These figures are numerous enough to show that general 
peritonitis is present as a major post-mortem finding in approxi- 
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mately half of all cases which have died from puerperal 
sepsis. Although in many of these cases there is a demonstrable 
blood infection, we think that in nearly all of them peritonitis is 
the proximate cause of death. 

Young states that in the British Isles the maternal death-rate 
is about 4,000 each year. The official figures for 1926 showed 
a total maternal mortality for England and Wales of 5.14 per 
1,000 live births and a sepsis mortality of 1.60 per 1,000. Thus 
of 4,000 annual maternal deaths, approximately 1,245 are due to 
puerperal sepsis. On the basis of 48 per cent incidence ot 
peritonitis we deduice that about 590 women die annually from 
puerperal general peritonitis. To this can be added a consider- 
able number who die from general peritonitis following abortion 
and probably a number of undiagnosed cases. The total deaths 
each year must be many more than 590. 


SERIES OF CASES. 

We have been able to discover in the literature very little 
account of the results of treatment of cases of puerperal peritonitis. 
One of us (C.O.), published in 1923, 12 cases of which seven 
recovered;** one of these was admitted moribund and was not 
operated upon while another was not recognized before death. 
J. M. Wyatt recorded between 1926 and 1931, 52 cases ot which 
36 died and 16 recovered; two of the fatal cases were not 
operated upon, and the remainder had drainage performed. Lea** 
quotes series by Wormser,”* Tate,”” Bouilly’’ and Jeannin.** Cases 
were also reported by Gordon*’ and by Leopold.*’ All these series 
are shown in Table II. According to Lea** the mortality, after 
drainage, of Bumm’s cases was 50 per cent. 


TABLE II. 
Series of cases of puerperal peritonilis showing mortality, 


Percentage 

Total Died Recovered Recovery 
Tait, L., 1888 4 3 I 
Bouilly, 1889 6 4 2 _— 
Jeannin, 1906 67 38 44 
Leopold, 1906 5 2 2 
Wormser, 1909 077 69 
Gordon, K., 1907 10 4 5 
Oldfield, C., 1923 12 7h 5 
Wyatt, J. M., 1926-31 52 36 16 


333 140 
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Macdonald published a series of 11 cases in which there 
appear to have been two recoveries, though this is not definitely 
stated. In the discussion at the Congress on Puerperal Sepsis in 
London in 1925 Blair Bell’ mentioned one case which recovered. 
Jeannin collected 121 cases from the literature consisting mainly 
of isolated cases of which 60 recovered and 61 died. 

For the purpose of this paper we have reviewed all the cases 
of general puerperal peritonitis which have occurred in the wards 
of the General Infirmary at Leeds between the dates January Ist, 
1926 and December 31st, 1931. In addition those cases are 
included which have been operated on during the same period 
at Seacroft Fever Hospital and in private by one of us (C.O.). 
Two cases, which have occurred between the above dates at St. 
James’s Hospital, Leeds, have been communicated to us by 
Dr. J. Dick, the Medical Superintendent, and these are included. 
In all 36 cases are recorded; of these 25 died and 11 recovered. 

In seven cases of this series operation was not undertaken 
because the patient arrived in hospital almost moribund, while 
in one other case, although the patient had been under observa- 
tion for some days, a diagnosis was not made until just before 
death. Six of our cases survived less than 24 hours after opera- 
tion—so bad was their condition on arrival in hospital. 


PATHOLOGY. 
I. Pathogenesis. 

The factor which determines the establishment of peritonitis 
during the puerperium is an infection of the genital tract occurring 
at or about the time of abortion or of parturition. The gonococcus 
would be a potential invader if it were already present in the 
urethra or in the cervix before parturition, but much more often 
the infecting agent is the streptococcus introduced in some way 
during labour. 

Infection by contact with an already infected case is, in 
hospitals, sometimes responsible for a series of cases of increasing 
virulence. The virulence of an organism which is transmiited in 
succession through several individuals of such a series gradually 
increases from case to case; in the first patient a mild infection 
will be found, while in the second rigors may occur; these early 
cases recover. Later cases develop septicaemia often accom- 
panied by peritonitis and are either fatal or recover only after a 
prolonged illness. Andrews, Maclean and Bourne* have quoted 
such a series which is here reproduced. 

‘‘Contact cases with Mrs. O’C., who had ante-parturition 
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pyrexia with pleural effusion and superficial thrombosis of legs 
and arms. 


All the following were confined together : — 


1. Normal labour—no streptococci—recovery. 
2. Normal labour—one rigor—no streptococci in blood-- 
recovery. 
3. Normal labour—haemolytic streptococcus in blood—no 
rigor—general peritonitis—death in seven days. 
. Indirect contact—Caesarean section—blood: haemolytic 
streptococcus—no rigors—died 84th day. 
. Normal labour—haemolytic streptococcus. General peri- 
tonitis—died 13th day. 
. Normal labour-perineal laceration—no rigors—general 
peritonitis—died 11th day.’’ 


Here the importance of the elementary precaution of isolation of 
one infected case in order to prevent the infection of others is 
well illustrated. 

Puerperal peritonitis in relation to delivery by the forceps and 
to other intra-uterine manipulations cannot be fully discussed 
here, but they are closely connected. There is undoubtedly 
more chance of peritonitis following childbirth when any intra- 
uterine procedure has been undertaken. Table III gives the 
different measures which have been employed in those cases in 
our series about which we have been able to obtain information ; 
similar particulars of the series of Gordon and of Wyatt are also 
included. These figures, although small in number, indicate 
that in nearly one-third of all cases of puerperal peritonitis there 
has been some intra-uterine interference. 

We see no difficulty in imagining how the streptococcus gains 
access to the genital passages in those cases in which there has 
been no operative treatment; the smallest wound in any part of 
the body can serve as the portal of entry for infective organisms 
(e.g. septic finger) and small wounds of the cervix and perineum 
are very common, especially in first labours. 

Peritonitis following abortion: Peritonitis is a more frequent 
complication of labour than of abortion—only five cases in our 
series followed the latter. The infecting organism is more often 
the staphylococcus and B. coli than the streptococcus, and infec- 
tion with the former causes a localized peritonitis rather than a 
diffuse infection of the abdominal cavity. In cases of abortion 
localization of the infection in the pelvis is facilitated when the 
uterus is situated in the pelvic cavity. 
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TaBLe III. 
Cases of puerperal general peritonitis in which some intra-uterine operation 
has been performed, 





For- Forceps Explor Evacu- Crim- Dilat- TOTALS Non 
ceps & curett- -ation Per- ation inal ation Inter- Int- 
deli- age of Curett- for of abor- of fer- erf- Total 
_ very later uterus age ation uterus tion Cervix rence erence 
Gordon, 1907 ¥ I = I 5 5 10 
Wyatt, 1927-8 I pe I 6 16 
Wyatt, 1927-8 3 
6 





Pyrah and Old- 
field, 1932 


II. Causes and Varieties. 

A list of causes of acute peritonitis occurring in the puerperium 
is given below. While the most important cause is infection of 
the uterus and of the adnexa, it must be remembered that general 
peritonitis can arise during the puerperium from other foci not 
associated with the generative organs. 

I. Infection from a site in the genital tract. 

(a) Interior of the uterus via the lymphatics of the uterine 
wall. 

(b) Abscess of the uterine wall with or without rupture. 

(c) Ovarian abscess with or without rupture. 

(d) Suppuration in the broad ligament (cellulitis). 

(e) Acute puerperal salpingitis (gonorrhoeal). 

(f) Operation wound, e.g. Caesarean section of an infected 
uterus. 

2. Gross trauma. 

(a) Laceration of the vagina (including the pouch of 
Douglas) and of the parametric tissues. 

(b) Ruptured uterus. 

(c) Perforated uterus from midwifery forceps or from other 
instrument. 

3. Infection from pre-existing tumours. 

(a) Infected ovarian cyst. 

(b) Torsion or rupture of an ovarian cyst. 

(c) Infected fibromyoma of the uterus or the broad 
ligament. 

(d) Chronic pyosalpinx. 

4. Causes not associated with the generative organs but 
arising in the puerperium. 

(a) Acute appendicitis. 
(b) Perforated duodenal ulcer. 
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(c) Acute pancreatitis. 
(d) Pneumococcal infection. 

Most of the cases of puerperal peritonitis fall into Group I 
and particularly into sub-group (a). In the second group there 
are a few cases following very extensive trauma, although in 
addition there are probably an unsuspected number of cases 
following a torn cervix caused by forcible dilatation or by the 
cervix being caught in the grip of the forceps. The third and 
fourth groups include only rare causes of puerperal peritonitis. 

The cases of peritonitis in the second, third and fourth groups 
usually have features which readily lead to a diagnosis—extensive 
trauma, a palpable tumour or symptoms and signs of some acute 
general surgical disease—though in a few the diagnosis of 
peritonitis is by no means easy. 

Nearly all the cases in our series belong to the first group. In 
these cases the degree of severity, the incidence of local lesions 
in the pelvis, the association with symptoms and signs of blood 
infection, the time which has elapsed between parturition and the 
onset of peritonitis and the effect of treatment have been very 
variable factors. While rigid subdivisions are impossible it is 
convenient to consider cases in the first group under two broad 
divisions : 


1. Early cases in which the pentonitis develops during the 
first four days after labour. The peritoneum is invaded by highly 
virulent organisms transmitted from the infected endometrium by 
way of the lymphatic plexuses in the uterine wall. Cases of this 
class run a very rapid course characterized. by severe toxaemia 
and usually by the absence of any local inflammatory lesion in 
the pelvis. In very many, a bacteriaemia is present. The prognosis 
is grave. 

2. Delayed cases in which the peritomtis develops more than 
four days after labour. Several days, or even weeks, may elapse 
between parturition and the onset of peritonitis. These cases are 
very commonly associated with a local inflammatory lesion in 
the pelvis situated either in the wall of the uterus or in the broad 
ligament or in the ovary, or very rarely, in the Fallopian tubes. 
The peritonitis is set up either by the sudden rupture of an abscess 
in the pelvis or by the slow permeation of the invading organisms 
through its wall to the peritoneum; in some cases the organisms 
reach the peritoneum through the uterine lymphatics. There is 
no bacteriaemia. The prognosis for cases in this group is more 
hopeful than for cases in group (1). 

About half the cases in our series belong to each group. Table 
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IV gives an analysis of our cases showing the time of onset, the 
incidence of local inflammatory lesions in the pelvis and the 
mortality; the extreme importance of the above divisions is here 
very strikingly shown. 

TABLE IV. 


Relation between time of onset after labour, presence of local suppurative 
lesions in the pelvis, and mortality, 


Time between labour and onset of peritonitis, 


4 days or less=15 More than 4 days= 18 No note available =3 > 





Died Recovered Died Recovered Died Recovered 
13 2 10 8 2 I 
Local No local Local No local Local No local 
lesion lesion lesion lesion lesion lesion 

present present present 





3 12 





III. Morbid Anatomy. 

In the most acute cases of peritonitis caused by the more 
virulent types of streptococci the endometrium shows but very 
slight evidence of inflammation. It may be almost devoid of any 
inflammatory debris or there may be only the thinnest layer of 
necrotic material. In these cases a microscopic examination of 
the endometrium shows either complete absence or a very imper- 
fect development of any leucocytic barrier which would be present 
in a case of less virulence. Here and there are scattered areas of 
round cells while micro-organisms can be seen passing: into the 
muscular tissue of the uterus through the lymphaiics. These 
observations were first made by Bumm'’ ** and have since been 
amply confirmed. In other cases of less severity a putrid endome- 
tritis may be found, especially when a mixed infection is respons- 
ible for the condition. The uterus is then lined by necrotic debris 
containing sloughs of endometrium, and microscopically the layer 
of necrotic material contains large numbers of organisms, while 
deeper to this a well-marked zone of leucocytes forms a protect- 
ive barrier against their invasion; this zone is thinner in places 
and here streptococci are found invading the muscular tissue 
through the lymphatics in a manner exactly similar to the more 
severe type. In those cases in which the peritonitis has been 
caused by extension from a local lesion two or more weeks after 
labour, the endometrium presents almost a normal appearance. 
Very occasionally portions of the membranes or of placental 
remains are found, but in the absence of the introduction of organ- 
isms from without these have no pathological significance. 

II 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


The uterine muscle is softer than normal. A microscopic 
section shows, here and there, lymphatics stuffed with streptococci. 

Lucas Championiére’* described three lymphatic plexuses in 
the uterus—submucous, intramuscular and subperitoneal—and 
all of these intercommunicate freely. Poirier’s drawing (Fig. 1) 
shows how abundant is the subperitoneal plexus with its enormous 
aggregation of vessels in the fundus uteri and at the cornua; in 
this situation the collecting lymphatics (which accompany the 
ovarian vessels) are formed to carry the lymph to the aortic glands. 

It is easy to understand how the presence of these large inter- 
communicating lymphatic plexuses affords, to any virulent organ- 
isms which can gain access to them, a ready means of direct exten- 
sion. (Fig. 2,1.) In the lower part of the genital tract, which js 
not so well supplied with lymphatics, an infection nearly always 
tends to remain localized. 

The lymphatic infection of the uterus shows itself very 
commonly as microscopic areas infiltrated by round cells. It is 
not uncommon, however, in our experience, to find a macroscopic 
abscess either at operation or at autopsy. In some cases general 
peritonitis has followed the rupture of such an abscess, while in 
others it has been found in association with an unruptured abscess. 
In the latter the peritoneal infection has, in most cases, arisen 
from the abscess through the lymphatics around it comparably 
with the general peritonitis which may arise from an acutely in- 
flamed appendix in the absence of a perforation. In a few cases, 
especially in those in which miliary abscesses occur, it is probable 
that the peritoneal infection has arisen directly from the interior 
of the uterus and that the suppurating foci in the uterine muscle 
are but incidental to the passage of the infecting organisms and 
are not themselves directly responsible for the peritonitis. 

An abscess in the uterine wall is nearly always situated at 
one or other cornu and it may be submucous, intramuscular or 
subperitoneal, of which the last is much the most common. (Fig. 
2, III). The prevalence of this position is readily explained by 
the lymphatic distribution described above. The abscess is 
usually unilocular and it varies in size from that of a cherry to 
that of a tangerine orange. In one of our cases an abscess dis- 
covered at operation exactly resembled a carbuncle, the pus 
being discharged through numerous openings. (Fig. 3.) 

If the subperitoneal abscess fail to acquire adhesions from the 
omentum or from the bowel, rupture into the peritoneum may 
occur, precipitating either a general or a local peritonitis; should 
the abscess become adherent to adjacent viscera, it may rupture 

12 





PUERPERAL GENERAL PERITONITIS 


into a coil of intestine, into the rectum or into the bladder. 
A submucous abscess points and bursts into the uterine cavity. 
The enlargement of an intramuscular abscess must render it 
either submucous or subperitoneal and it will behave in accord- 
ance with its new position. 

Mercade*’ reported a series of 41 cases of abscess of the uterine 
wall, of which 22 were of puerperal origin; he found that nearly 
all occurred at cr near the uterine corr:ua. He also recorded a 
case of uterine abscess, occurring in a patient six weeks after 
delivery, which had ruptured into the general peritoneal cavity; 
drainage was instituted and the patient recovered. Von Franqué™ 
recorded 15 cases of abscess of the uterine wall. Leopold” reported 
uterine abscess in three out of II cases in which he performed lap- 
arotomy for general peritonitis. A case of Lea’s** had a puerperal 
uterine abscess which had ruptured into the peritoneal cavity 
causing general peritonitis; laparotomy and drainage were 
followed by recovery. A. K. Gordon reported three cases of 
abscess of the uterus; in one there was an associated peritonitis 
and the patient recovered after hysterectomy; in the second there 
was an accompanying pelvic peritonitis and she also recovered; 
the third case had many small abscesses in the posterior wall of 
the uterus. 


In our series of 36 cases of puerperal peritonitis, abscess of 
the wall of the uterus has been present on 10 occasions. Figures 
3 and 4 show drawings of uterine abscesses made immediately 
after operation for general peritonitis in three of our cases. In six 
instances the lesions were situated in the right lateral wall of the 
uterus close to the opening of the Fallopian tube and abutting 
upon the broad ligament and they were about one and a half 
inches in diameter. In one case (Fig. 3) the abscess—a large 
one fully two inches in diameter—was situated at the left cornu 
and had become adherent to the omentum and to the wall of the 
sigmoid colon. In two cases abscesses were found in the posterior 
wall of the uterus, while in another one autopsy showed two or 
three small abscesses buried in the musculature of the lower 
segments of the uterus. Those abscesses which were found at opera- 
tion were easy to recognize, those near the cornua being felt as 
swellings bulging into the broad ligament from the uterus. From 
the appearance of the thickish green pus which they contained— 
quite different from that in the peritoneal cavity—it was evident 
that they had been present for several days before the peritoneum 
had become infected. 

The peritoneal coat of the uterus is often covered with a green, 
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adherent layer of purulent lymph which can be peeled off leaving 
a bleeding shaggy surface. In those cases in which localization 
has been attempted the omentum or a coil of intestine may be 
adherent to the body of the uterus. It is important to remember 
that the non-puerperal uterus is a small organ situated entirely in 
the pelvis while, as the puerperal uterus is an active organ and 
much enlarged, it has not only a greatly increased blood and 
lymph supply but also an extensive surface which facilitates the 
absorption and the transmission of any organisms to the peri- 
toneum, to the blood-stream and to the lymph-stream. Moreover 
the puerperal uterus is an abdominal organ in intimate contact 
with the actively moving intestines and is able to transmit infec- 
tion, particularly in the early days after delivery, over such a 
large extent of the abdominal cavity that localization is 
impossible. 

The broad ligament is not usually altered, but sometimes it is 
much thickened and oedematous especially if an abscess of the 
uterine wall abuts upon it. In the most acute cases the lymphatics 
of the broad ligaments contain purulent lymph, which can be 
readily squeezed out. In a very few cases a pelvic cellulitis of 
the upper part of the broad ligament, which was localized to 
form an abscess, is responsible for a general peritonitis which 
may have resulted either from the rupture of the abscess into 
the peritoneum or from direct extension to the peritoneum with- 
out rupture of the abscess (Fig. 2, 5); occasionally as in one of 
our cases the general peritonitis results from the rupture of an 
ovarian abscess which has developed following the passage of 
infection from the abscess in the broad ligament through the 
mesovarium to the ovary. Case I6 is an example of the latter. 
(Fig. 5.) 

The Fallopian tubes and ovaries are injected and are often 
slightly enlarged and oedematous. If a Fallopian tube be squeezed 
a drop of sero-pus may exude from its patent fimbriated extrem- 
ity; this pus has not the thick creamy character of that found in 
non-puerperal salpingitis. The Fallopian tubes are never sealed 
and we have never seen an example of pyosalpinx in the puer- 
perium. The ovary even when much enlarged is seldom the site 
of an abscess. The redness of the Fallopian tubes has caused some 
observers to state that the tubal inflammation is the primary cause 
of the general peritonitis, but as the injection is present only in 
their peritoneal coats it must be secondary to the surrounding peri- 
toneal inflammation. It is possible that the small amount of pus 
which is found occasionally in the distal part of the lumen of the 
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Fallopian tubes is due to its descent from the peritoneal cavity 
through the patent fimbriated ends. In one case in our series an 
ovarian abscess was found in association with general peritonitis 
(Fig. 2, 2) and we have referred already to another case in which 
a ruptured ovarian abscess was associated with an abscess in the 
broad ligament. ' In addition we have had one case in which 
slight tubal distension was recognizable at operation, and in five 
of our fatal cases the pathologist has reported the presence of 
a small amount of pus in the Fallopian tubes. 

A case of general peritonitis caused by ruptured pyosalpinx, 
on the eleventh day after labour, was recorded by Teichelmann” 
(Fig. 2, 4.) Abdominal section revealed a pyosalpinx with a 
rupture in its wall large enough to admit a thumb, and pus was 
distributed widely over the abdomen; drainage was performed 
and the patient recovered. Comynes Berkeley" reported a case of 
rupture of an ovarian abscess which had occurred 12 hours 
after labour, the patient dying on the following day. Autopsy 
revealed a general purulent peritonitis and an abscess in the left 
ovary communicating with another abscess in the broad ligament; 
pus was escaping from an opening in the latter structure into the 
peritoneum. 

The peritoneal inflammation varies greatly. In the most severe 
cases the serous coat of the intestine (particularly that of the coils 
in the pelvis and in the lower abdomen) is much injected and is 
stippled with tiny specks of subperitoneal haemorrhage, while 
here and there are deposits of fibrin and of lymph; there is either 
no pus or only a small amount of turbid blood-stained fluid in the 
pelvis. Such a condition denotes an infection by highly virulent 
organisms with only the feeblest of reactions on the part of the 
peritoneum. Such cases are almost uniformly fatal. 

In the majority of cases formation of pus is more obvious and 
may be sero-purulent, fibrino-purulent or frankly purulent while 
occasionally it is of a gummy character; this variability in charac- 
ter is in accordance with the virulence of the organism and the 
duration of the peritonitis. The pus spreads upwards through 
the abdomen from the pelvis, collecting in pools here and there 
between the coils of intestines. The intestines themselves are 
greatly distended with gas and are covered with a shaggy coating 
of lymph in patches which can easily be stripped; occasionally 
two or three coils are glued together with plastic lymph. 

Other parts of the body do not show any gross changes, except 
those which are commonly found in any septic disease, although 
a terminal broncho-pneumonia may be present. 

T5 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


IV. Pathology of Peritonitis Occursing in the Puerperium due to 

Rarer Causes. 

A. Caesarean Section. 

Fatal peritonitis very often follows Caesarean section per- 
formed in the presence of intra-uterine infection or undertaken 
for patients upon whom some intra-uterine manipulation has been 
performed. Those patients who, after Caesarean section, develop 
acute abdominal symptoms are usually found to have peritonitis. 
It is probable that, not uncommonly, an abscess develops in the 
wall of the uterus after Caesarean section, but in most cases the 
adequate suturing of the peritoneal coat directs the rupture of such 
an abscess into the lumen of the uterus. 

Schultheiss*’ described two cases of general peritonitis after 
Caesarean section; in these he thought that the infection had 
entered the peritoneum throught a necrotic patch of uterine wall 
in the region of the cervix which had been caused by pressure of 
the foetal head and not through the surgical wound in the uterine 
wall. 

We have not had in our series any cases of peritonitis following 
Caesarean section, but the following case has been abstracted 
from the records of the Leeds Maternity Hospital. 


E,H., aet. 25, was admitted to the Leeds Maternity Hospital with a 
contracted pelvis on 20/1/31. Tubal induction was performed on the 
same day and Caesarean section on the following day, Two days later 
infection of the abdominal wound was noticed and severe abdominal 
pain, distension and rigidity followed. During the succeeding days the 
pulse-rate rose to 160 per minute, and vomiting, diarrhoea and great 
abdominal distension were present. The patient died on February 3rd, 
1931. Autopsy showed general peritonitis, with pints of pus in the 
abdomen, and gangrene of the wounds in the abdominal wall and in 
the uterus. 


B. Gross Trauma. 

The factors responsible for the establishment of peritonitis in 
cases of gross trauma at delivery are three the extensive wounds, 
the introduction of infection, and shock. The size of the wound 
and the amount of crushing and bruising of the tissues are of 
great moment. The shock and the bleeding alone may be suffi- 
cient to determine the death of the patient but even if this does 
not immediately follow, so much has the patient’s resistance been 
lowered that a slight infection may culminate rapidly in a very 
acute general peritonitis. This sequence of events follows either 
the spontaneous or traumatic rupture of the uterus. 

In one case in our series a tear of the pouch of Douglas, evi- 
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Fie. 2. 


Five diagrams illustrating the various tracks of infection to the peritoneal 
cavity. 1. Via lymphatics of the uterine wall. 2. From an abscess in 
the ovary. 3. From an abscess in the wall of the uterus. 4. From the 
Fallopian tubes. 5. From an abscess in the broad ligament. 














/ : (to) 
( 


or 
KC. 
\S 


eR 


Drawing made immediately after operation to illustrate Case 35. Large 
abscess at left cornu of uterus, partly adherent to the sigmoid colon and to 
the omentum. 








Diagrams made immediately after operation showing uterine abscesses, 
1. Case 12.—Abscess at right cornu. 2. Case 8.—Abscess at right cornu. 
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dently caused by the forceps, was revealed at autopsy; this had 
undoubtedly permitted the entry of infective micro-organisms 
into the peritoneal cavity. We think it probable that similar 
tears, often undetected, are not an uncommon cause of puerperal 
peritonitis; moreover general peritonitis not infrequently follows 
attempts at procuring an abortion. 

We have discovered in the records of ‘the Leeds General 
Infirmary two examples of fatal peritonitis arising from gross 
trauma. As these two cases did not occur during the period 
under review for our series, they are mentioned here. 


1. M.E., a multipara, age 37, had had a three months’ abortion 
criminally induced. She was admitted to the Leeds General Infirmary 
three days afterwards complaining of severe abdominal pain, vomiting 
and distension, On opening the abdomen general peritonitis was found 
and the fundus uteri showed a gangrenous area about one inch in diameter 
exuding pus, Subtotal hysterectomy was performed and drainage was 
instituted through the abdominal wound and also through the stump of 
the cervix; the patient died 10 days later. 

2. M. E. L., a multipara, age 33, had had the forceps applied for a diffi- 
cult labour and a separation of the symphysis pubis to the extent of 
one and a half inches had resulted. On admission to hospital it was seen 
that the vulva and the anterior vaginal wall were completely torn across 
and that the paravesical and the parametric tissues were opened up. 
Under ether anaesthesia, the wound was cleaned, the bleeding (which was 
considerable) was arrested and the wound was partly closed, provision 
being made for drainage. The patient, who was deeply shocked on ad- 
mission, improved after operation, but the fulminating cellulitis and 
general peritonitis which supervened brought about a fatal issue three 
days later, 


C. Acute Appendicitis. 

It is inevitable that cases of ‘‘general surgical emergency’”’ will 
occur during the puerperium. We have had no case (in the present 
series) of acute apendicitis but one has been reported by Berkeley 
and Bonney.'’ On the third day after an induced labour for 
contracted pelvis the patient complained of abdominal pain which 
became more severe and was accompanied by vomiting and a 
considerable rise of temperature. At first puerperal infection 
was suspected but later acute appendicitis having been diagnosed 
the appendix was removed and the patient recovered. 


D. Perforated Duodenal Ulcer. 

One of us (C.O.) had a case of fatal peritonitis due to a per- 
forated duodenal ulcer.** This occurred several years ago in « 
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patient in the Leeds Maternity Hospital who had recovered com- 
pletely from eclampsia six days before. Another case occurred 
at the Leeds Maternity Hospital under the care of Dr. W. McG. 
Young’ and is here recorded. 


The patient was admitted in labour with placenta praevia on January 
8th, 1930; after version, spontaneous delivery followed. On the fifth day 
after delivery the patient collapsed suddenly and complained of abdominal 
pain, not of any great severity, and she vomited once. Although an 
examination of the abdomen did not reveal any rigidity, slight resistance 
to palpation of the abdominal wall was encountered; the abdomen became 
gradually distended and the patient died 12 hours later. Autopsy showed 
general peritonitis caused by the perforation of an ulcer of the anterior 
wall of the first part of the duodenum. 


E. Pneumococcal Infection. 

We have found recorded in the literature six cases of acute 
pneumococcal peritonitis occurring after labour. Armitage’ re- 
ported a case upon which he operated only a few hours after labour 
and found general peritonitis—a condition which must have 
started before labour; probably the infection was blood-borne, 
having arisen from some distant focus. McCord** recorded two 
fatal cases of puerperal peritonitis due to the pneumococcus, which 
had arisen three days and 12 hours respectively after labour; 
in both the pneumococcus was recovered from the blood. Sey- 
mour published a case of pneumococcal peritonitis which devel- 
oped seven days after labour and which recovered after drainage 
of the abdomen. Monckeberg reported a fatal case of pneumococcal 
peritonitis in which the symptoms appeared one or more days 
after labour and it is probable that the infection started in the 
uterus. Wyatt (1930) recorded a case of pneumococcal puerperal 
general peritonitis in which, after laparotomy and drainage an 
empyema developed and also a pyo-pericardium both of which 
were drained surgically, the patient ultimately making a good 
recovery. 


F. Pentonitis complicating Pelvic Tumours. 

Acute puerperal peritonitis is occasionally caused by the 
infection or torsion of pre-existing tumours of the uterus or of the 
adnexa. Owing to its poor blood-supply a uterine fibroid is 
readily infected and in the majority of cases the infection must 
arise from the interior of the uterus. It is probable, however, 
that a pedunculated subperitoneal fibroid is infected from the rec- 
tum, which infection is more likely to occur when the tumour has 
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been crushed against the pelvic wall during delivery particularly 
if the forceps had been used (Berkeley and Bonney).'* During 
pregnancy fibroids not uncommonly undergo degeneration especi- 
ally ‘‘ red degeneration,’’ and such tumours are particularly prone 
to become infected. Ovarian cysts, especially dermoids, occasion- 
ally become infected or undergo torsion during parturition. 

Page** operated upon a case of peritonitis which had occurred 
six weeks after labour and found an infected dermoid cyst of the 
left ovary; the right ovary also contained a smaller dermoid. 
Both cysts were removed, the abdomen was drained and the 
patient recovered. A fatal case of general peritonitis arising from 
an infected uterine fibroid three weeks after labour was recorded 
by Eardley Holland.*’ An examination of the uterus and the 
tumour, both of which were removed at operation, showed a 
track, full of pus, passing from the cavity of the uterus through 
the capsule of the tumour; from here the track could be traced 
under the capsule for some distance and it eventually communi- 
cated with the peritoneal cavity through two separate openings 
on the anterior aspect of the uterus. 


V. Bacteriology. 

The cause of puerperal peritonitis is almost always the strep- 
tococcus. In our series the streptococcus was found on every 
occasion on which a bacteriological examination was made for 
organisms, seven in all. Staphylococci, pneumococci and B.coli 
are found occasionally. The gonococcus may be present in the 
peritoneal exudation either alone in pure culture or associated 
with streptococci. [Lea** states that the bacillus aerogenes cap- 
sulatus, bacillus pyocyaneus and numerous anaerobic bacteria 
have been met with in puerperal peritonitis. 


VI. The relation between Puerperal Pentonitis and Puerperal 

Blood Infection. 

It is often stated that puerperal general peritonitis is always 
associated with septicaemia and that such cases are invariably 
fatal. Ifthe peritonitis be regarded as a terminal event in a puer- 
peral blood infection there will be a natural tendency to withhold 
surgical treatment, but if it be regarded as the result of an infec- 
tion spreading from the uterus or from a local lesion in the pelvis 
then early diagnosis and surgical treatment become of the 
greatest practical importance. 

Andrews, MacLean and Bourne found general peritonitis 
present in 10 out of 35 cases in which streptococci were grown 
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from the blood. (They do not give figures showing the total 
number of cases of peritonitis in their series in which a positive 
blood culture was obtained.) In our series blood cultures were not 
made except from two cases in which the results were negative. 
In Gordon’s series blood cultures were made from four cases of 
peritonitis; the result was negative in two cases of which one died 
and one recovered, while in the others streptococci were re- 
covered from the blood and of these one died and one recovered. 


We believe that the association of peritonitis and septicaemia 
is not so common as has been supposed and that, of those cases 
of peritonitis which arise after the first few days of the puer- 
perium, most are not associated with a blood infection but are 
the result of infection spreading from a local lesion in the pelvis 
and are, therefore, amenable to early treatment. This belief is 
founded on the following facts : — 


(i) The peritoneal inflammation is of greatest intensity around 
the uterus or around a local pelvic lesion if one be present, while 
towards the upper abdomen the intlammatory process becomes 
progressively less marked. All grades of peritonitis can be 
demonstrated from one affecting the pelvis only to one involving 
the whole peritoneum. These facts suggest that the origin of the 
general peritonitis is a local focus in the pelvis which acts similarly 


to an acutely inflamed appendix. 


(ii) Streptococcal puerperal peritonitis has often been regarded 
as being associated with a septicaemia because of the high swing- 
ing temperature, the early rigor and the persistently high pulse- 
rate. Such features are those of an intense toxaemia and are 
found in many streptococcal infections in other parts of the body 
in which septicaemia is not present, e.g. in septic finger with 
lymphangitis, in streptococcal peritonitis in non-puerperal cases 
and in streptococcal arthritis; moreover such toxaemia is well 
demonstrated in those cases of puerperal peritonitis in which local 
collections of pus develop some time after the abdomen has been 
drained. 

(iii) Our clinical experience in the series of cases here recorded 
is that the prognosis in any given case depends upon the time of 
arrival in hospital after the onset of peritonitis. Those cases 
which come in early have a reasonable chance of recovery, while 
those cases which show an advanced degree of general peri- 
tonitis at operation are nearly always fatal. This clinical rule ap- 
pears to hold in all cases except in those which arise in the first 
few days after delivery. If all patients with peritonitis also had 
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septicaemia, we should expect early as well as late cases to die 
and no clinical rule could be formulated. 

(iv) We have shown above that a positive blood culture is not 
always obtained in cases of puerperal peritonitis. 

We consider that these facts constitute very good reasons why 
puerperal peritonitis is, in a large number of cases, a local disease 
and not a focal manifestation of a septicaemia, as has so often 
been stated. 


SYMPTOMATOLOGY. 

The symptoms and signs of puerperal general peritonitis vary 
so very considerably that no one account will serve for all cases. 
We shall not refer to the signs and symptoms of peritonitis in the 
puerperium due to rarer causes; examples of such cases have 
already been mentioned in the section on pathology. 

In those women who develop the condition within the first 
three or four days after parturition the patient is nearly always 
already acutely ill with puerperal fever. The onset of peritonitis 
in such a patient is marked by a change for the worse in the 
general condition of the patient. There are occasionally so very 
few symptoms and signs referred to the abdomen that the patient 
may die and the peritonitis may only be discovered at autopsy; 
more often the development in the late stages of the patient’s ill- 
ness of a few symptoms and signs suggesting acute abdominal 
mischief enables a diagnosis to be made before death. In those 
patients in whom the general peritonitis has arisen several days 
or even some weeks after parturition, there has often been very 
little evidence of puerperal infection until the sudden appearance 
of the symptoms of peritonitis; in such cases not only are there 
well marked constitutional changes but there are very definite 
symptoms and signs of an acute abdominal catastrophe. 

Between the two extreme types outlined above there occur 
cases of every grade of severity. It is found that in a Maternity 
Hospital the more severe early cases preponderate; those cases 
which develop later in the puerperium, and which, therefore, often 
develop after the patient’s discharge from such a hospital, find 
their way into the gynaecological and surgical wards of a general 
hospital. The mortality of different series of cases will vary con- 
siderably according as early or late cases are in excess. We pro- 
pose to use the term ‘‘early cases’’ to indicate those in which the 
peritonitis develops within the first four days after delivery; the 
term ‘‘delayed cases’’ will be used to indicate those cases arising 
more than four days after delivery. Reference has already been 
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made to these two types under the section ‘‘Varieties and Causes.”’ 
Table V shows the time interval between the completion of labour 
and the onset of peritonitis for the cases in our series and in that 
of Tarnier. 

The present series consists of 36 cases of puerperal general 
peritonitis; of these in 29 it followed a full pregnancy time, in 
two it followed the birth of a premature foetus, and in five 1t 
occurred as a complication of an abortion at two or three months. 


TABLE V.. 
Shows time of onset of peritonitis after delivery, 


Pyrah and Oldfield, 1932, ~ Tarnier (quoted by Barker) Belle 
36 cases (no record in 2), Vue Hospital, New York, 87 cases. 


Time after delivery, Number of cases. Time after delivery. Number of cases, 


24 hours or less 


Immediately or 
2 days 


shortly after 
delivery 


3 weeks 
3%" 
7 


2” 


3 
2 
4 
6 
3 
3 
it 
4 
2 
I 
I 
I 
at 
2 


A. Symptoms and Signs in “‘ Early Cases.”’ 

In all these cases puerperal sepsis is recognized before the 
onset of peritonitis for there is considerable elevation of tempera- 
ture, and the pulse-rate is very often increased. 

The onset of peritonitis is signalized by a gradual and insidious 
change for the worse in the general condition of the patient and 
by abdominal discomfort. There may be a rigor and after the 
succeeding fall the temperature rises and remains elevated and 
the pulse is persistently rapid and its tension weakens. The 
patient may be able to take food in moderate or even considerable 
quantity and may even acknowledge a feeling of well-being which 
may persist until just before death. 

Symptoms referred to the abdomen are sometimes so very 
slight as to pass almost unnoticed, but usually, however, there is 
some discomfort vaguely referred to the umbilical region. In 
other cases the patient complains of definite pain but this may 
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soon pass off without having raised a suspicion of acute abdom- 
inal disease. Ward” recorded a fatal case of general puerperai 
peritonitis (verified on post-mortem examination) which ran its 
whole clinical course without pain except for slight suprapubic 
discomfort on one day; the patient had very profuse diarrhoea 
which was associated with very severe collapse and which hast- 
ened a fatal ending. We have recently been informed of a case 
occurring in the Leeds Maternity Hospital in which the patient 
never admitted that she had had pain. The presence of diarrhoea 
is always strongly suggestive of peritonitis. Wyatt has found that 
this is a common early symptom in his cases, while in ours it has 
not been a prominent feature. 

The physical signs in the abdomen are often extremely few 
and difficult to interpret. The first physical sign, always present 
and therefore of greatest importance, is distension of the lower 
abdomen and in the early stages it may only be distinguished 
with difficulty from the normal post-parturient fulness. Gradu- 
ally the distension increases until just before death when the 
abdomen may be tense and drum-like on percussion. There 
is almost always abdominal tenderness and this is especially 
marked in the hypogastric and iliac regions, but occasionally the 
patient will not admit that the abdomen is tender. If the skin be 
pinched by the thumb and forefinger hyperaesthesia can very 
often be demonstrated. Rigidity of the abdomen is usually 
absent and this fact is responsible for many failures in diagnosis. 
Signs of free fluid in the abdomen are present in advanced cases, 
but by the time these are found the prognosis is usually hopeless. 
Careful watch must be kept hour by hour and the decision to 
operate must be taken often upon the most indefinite of physical 
signs. 

The time between the onset of peritonitis and the death of the 
patient is from 24 hours in the most acute cases to three or four 
days in the less severe ones. 


B. Symptoms and Signs in “‘ Delayed Cases.”’ 

From a consideration of the pathology of the disease it is to be 
expected that in those cases in which peritonitis arises many days 
after delivery and especially in those in which there are local foci 
of suppuration in the pelvis, clinical evidence of puerperal infec- 
. tion will be present in a certain proportion of them before the 
advent of the more severe symptoms caused by the onset of peri- 
tonitis. The number of cases in which such evidence is forth- 
coming would probably be augmented if a careful record of the 
history and of the changes in the temperature and pulse could be 
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obtained in all cases. Sometimes there is a history of a transient 
rise of temperature and pulse-rate with feelings of malaise, head- 
ache and loss of appetite; in some, fleeting abdominal pains have 
occurred and the lochia may have been offensive or may have 
ceased. The most dramatic and the most acute are those cases, 
which probably constitute at least one-half, in which a patient 
has apparently been progressing favourably when, suddenly, 
acute abdominal symptoms develop. 

In 13 of our cases we have been able to obtain accurate 
knowledge of the mode of onset, and in eight of these it has been 
sudden while in the remaining five the peritonitis has come 
on gradually in a patient known to be suffering from some form 
of puerperal sepsis. 

Typically the onset of puerperal peritonitis is signalized by the 
triad of symptoms—a rigor, abdominal pain and greatly increased 
pulse-rate. So important do we believe this group of symptoms 
to be in a woman who has lately borne a child that we urge that 
in any case in which it occurs the diagnosis of peritonitis shall be 
very seriously considered. 

Of 13 cases in which the facts were ascertained a rigor occurred 
at the onset in 11, while in the other two there was no rigor; some- 
times there was only a mild chill but usually a shivering attack 
lasting twenty minutes occurred and the temperature rose to 
100 —103 F.; recurring rigors were not common in our cases 
though they occurred occasionally. After the rigor the tempera- 
ture usually falls to normal, rising again soon afterwards and re- 
maining fairly high until the patient is operated upon or until 
some hours before death; sometimes the temperature is but 
slightly raised. After operation, the temperature sometimes drops 
rapidly to normal, but more often it is remittent for many days 
afterwards. In two of our cases which recovered, this post- 
operative elevation of temperature was accounted for by the 
development of local collections of pus in the abdomen, though 
usually there is no such ready explanation. 

Abdominal pain usually accompanies the initial rigor and in 
almost every case it is severe, sometimes even agonizing. The 
pain is continuous in character but sometimes it occurs in severe 
intermittent spasms causing the patient to writhe in distress. The 
initial pain is either referred to the umbilical or the hypogastric 
regions and it is diffuse and unlocalized, but as the infection pro- 
ceeds the pain becomes more generalized. A few of our patients 
have complained of pain chiefly in one or other iliac fossa and 
in such cases we have found that the peritonitis is associated with 
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an abscess of the uterus on the same side as the pain. The pain 
when severe often radiates to the back and shoulders, such radia- 
tion indicating the extension of the infection into the loins or be- 
neath the diaphragm. The pain persists for two or three days 
with varying severity but later it assumes a stabbing character 
exacerbated by the slightest movement or by breathing. After 
an interval varying from a few hours to several days, depending 
upon the intensity of the toxaemia, the pain becomes easier and 
such an apparent relief is in many cases a factor which invites 
delay in treatment by tending to allay the suspicions of the 
surgeon. In one case in our series the patient, even when pressed, 
denied that she felt any pain but admitted having had some pain 
two or three days before admission to hospital; an operation a 
few hours later showed the presence of very advanced peritonitis. 

Synchronously with the rigor the pulse-rate rises to 120 or 
higher and even after the temperature has fallen it remains above 
100 and subsequently undergoes a steady increase until as the 
end approaches the pulse becomes uncountable. We regard a 
persistently high pulse-rate as one of the most important clinical 
features. The pulse is smaller and of lower tension than normal 
and its quality is weakened by any exertion. 

The respirations are increased in rate; in the early stages this 
may be explained by the rigidity of the abdominal wall, and later 
the increase is maintained by the pressure of the distended intes- 
tines upon the costal margin and the diaphragm. 

The appetite is lost from the beginning of the illness. Vomiting 
is not a constant feature. While some patients vomit at intervals 
throughout their illness most do not repeat the initial vomiting 
until after 48 hours or later—according to the severity of the in- 
fection—when there occurs the typical gulping of mouthfuls of 
jejunal and ileal contents, often succeeded near the close by an 
almost continuous regurgitation of offensive brownish-black fluid. 

The bowels are usually constipated, but in some case diarrhoea 
is an important early symptom and it may contribute materially 
towards a fatal ending by causing painful tenesmus and dehydra- 
tion. An offensive diarrhoea may follow obstinate constipation 
which has been treated by the repeated administration of purga- 
tives. True incontinence of faeces occurs sometimes as a terminal 
symptom, though in one of our patients, who was suffering not 
merely from peritonitis but also from acute parotitis and pleurisy, 
and who ultimately recovered, it was present for two or three 
days. Painful micturition and not uncommonly acute retention 
have been noted. 


~ 
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The flow of milk, which may never appear in cases in which 
peritonitis commences soon after labour, is usually suppressed 
when peritonitis supervenes. 

The patient appears very ill and very soon after the onset of 
the condition the face wears an anxious expression, the eyes are 
hollow and the cheeks are sunken; she lies flat on her back with 
her legs drawn up and is quite still. The tongue, at first moist and 
normal in colour, later acquires a coating of white fur and 
still later becomes dry and brown. The teeth and lips are covered 
with sordes if the patient lives for five or six days. 

There are always definite physical signs to be found in the 
abdomen, but sometimes, although these have been present at the 
onset, a period may ensue when there is little evidence of serious 
intra-abdominal disease. 

If the patient be examined soon after the initial rigor and the 
early pain, rigidity can usually be detected over the lowest part 
and centre of the abdomen but may even be present to a greater 
extent. In patients in whom the tonus of the recti muscles ap- 
proaches the normal such rigidity is easy to elicit, but in those 
patients whose recti have been weakened by repeated pregnancies 
the rigidity may not be so well-marked. After some hours or even 
days this early rigidity may pass off leaving merely some abnor- 
mal resistance of the abdominal wall very similar in character to 
that sometimes encountered in patients with an acutely inflamed 
pelvic appendix. 

Tenderness of the abdomen has been found in every case in 
our series except two and is, therefore, the sign which is most 
uniformly present. The tenderness is usually found in the hypo- 
gastric and iliac regions, but sometimes may be elicited all over 
the abdomen; occasionally it is extreme and the patient begs that 
the abdomen should not be touched. In many cases the skin is 
very tender on being picked up between the thumb and forefinger. 
In one of our cases in which tenderness was absent we did not 
even suspect general peritonitis until a few hours before death 
although the patient was obviously very ill. In a second such case 
the patient made no complaint of abdominal pain and abdominal 
examination revealed, neither tenderness nor rigidity but 
only slight distension; a few hours later the patient complained 
of pain and the abdomen was then found to be rigid; laparotomy 
showed a very extensive general peritonitis. 

Similar distension of the abdomen is noticed in these as in 
the ‘‘early cases.’’ In a thin-walled abdomen the outline of 
coils of intestine may be seen. The confusion due to the disten- 
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sion and tenderness of a full bladder should be avoided by its 
being catheterized before abdominal examination is carried out. 

Per vaginam, tenderness in the pouch of Douglas may be 
elicited. The size of the uterus depends mainly on the time which 
has elapsed since delivery and it is not unduly large unless there 
is a new growth or some portion of the placenta left behind. On 
abdominal examination the uterus cannot be defined because it 
has usually sunk into the pelvis, or failing this abdominal tender- 
ness prevents its palpation. On bimanual examination pressure 
over the uterus causes pain, while the presence of the local lesion, 
e.g. a uterine abscess or a tumour may be felt. 

In the most recent case of all, a very tender swelling situated 
at the left uterine. cornu was easily felt per vaginam. There was 
great tenderness in the pouch of Douglas and tenderness and 
and well-marked rigidity in the lower abdomen, most marked in 
the left iliac fossa; a diagnosis of uterine abscess with general 
peritonitis was made upon these findings. (Fig. 3.) 


C. Gonorrhoeal Peritonitis. 

We have never operated upon a case of gonorrhoeal puerperal 
general peritonitis and we believe it to be a rare condition. The 
explanation of its rarity as compared with the streptococcal variety 


is the fact—so commonly demonstrated in pelvic peritonitis due 
to gonococcal infection in non-puerperal cases that the infection 
tends to be localized in the neighbourhood of the Fallopian tubes 
along which it gains access to the peritoneal cavity. 

We have, however; met with three or four puerperal cases 
which in spite of signs of widespread peritoneal inflammatory 
trouble—generalized pain, tenderness and distension— we kept 
under observation for a time before deciding the question of 
opening the abdomen. The history of gonorrhoea in the patient 
or her husband or the presence of ophthalmia in the child 
made us suspicious of the nature of the peritonitis. We were also 
encouraged to maintain an expectant attitude in these cases by 
the fact that the general appearance of the patient remained 
remarkably good in spite of the abdominal signs stiggesting an 
apparently extensive peritonitis. Other characteristic features 
in these cases were the high temperature with a correspondingly 
rapid pulse, which had good volume and pressure. In these 
cases the signs and symptoms subsided in 24 hours and we con- 
cluded that the peritoneal infection had been due to the gono- 
coccus. 

DIAGNOSIS. 
Early diagnosis, vital for the recovery of the patient, is the 
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most important practical problem relating to general puerperal 
peritonitis. We feel that it should be possible for the clinician to 
make a correct diagnosis with much greater frequency than is 
done at present as so often the patients are already under observa- 
tion for puerperal pyrexia when peritonitis supervenes. The 
diagnosis is difficult and we frankly admit that we have felt by no 
means certain of it on a number of occasions, though only once 
have we failed to find the condition present when we have operated 
for it; in addition we have had in hospital two cases in which 
the diagnosis was not made until shortly before death in spite of 
the fact that we ourselves and the resident officers are on the look- 
out for the development of general peritonitis in our cases of 
puerperal sepsis. 

In the cases in which peritonitis is suspected it is necessary to 
consider whether the peritoneal involvement is local or general. 
The clinical picture of general peritonitis has been already detailed 
at length, and it remains here to stress the points which we have 
found to be most helpful in deciding between a general and a 
local involvement of the peritoneal cavity. 

A gradual, but persistent, or sudden change for the worse in 
the general condition—the latter especially if it be associated 
with the triad of symptoms mentioned before—are strongly in 
favour of general peritonitis. The pulse-rate is always over 100 
and it gradually rises, rapidly becoming small in tension. In this 
condition the facial expression is one of pain and also of fear; 
the knitted brow is seldom absent and though in the early 
stages when the temperature is high the face may be flushed—as 
it usually is in gonorrhoeal peritonitis—the skin has a dusky 
pallor. In the latter stages the patient’s aspect may conform 
to her statement that she feels much better, but still later the patient 
becomes noticeably livid. Abdominal pain is almost a constant 
symptom in the early stages of general peritonitis and normally 
increases both in severity and in extent. It is to be remembered 
that in some cases, even advanced ones, the patient complains 
of very little pain. Diarrhoea, when present, is an early symptom, 
usually indicative of general peritonitis though it may be present 
in cases of local peritonitis. Progressive distension of the 
abdomen is invariable in general peritonitis and the abdominal 
tenderness, which is generalized, is in places extreme . Rigidity 
of the abdominal wall is very often present in the early stages 
of general peritonitis but after that it may be absent for some 
hours or days. 

If the peritonitis be only local the patient does not look 
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seriously ill and her face is flushed rather than pale. The abdo- 
minal pain, which may be very severe, is localized and any 
increase in the severity and extent of the pain usually indicates 
an involvement of the general peritoneal cavity. It is not un- 
common to find some distension of the abdomen is cases of local- 
ized puerperal pelvic infection, especially pelvic cellulitis and 
ovarian abscess, and not uncommonly after Caesarean section 
when it is frequently associated with a rise in pulse-rate and 
with constipation. Localized tenderness is present. If a localized 
swelling be found on vaginal or abdominal examination in a 
patient who is not very ill, a localized lesion is probable but even 
in such a lesion a swelling is not always discernible either on 
account of its small size or because it may be acutely tender. 

If the patient, having the aspect of general peritonitis, also has 
a catch in the breath, dyspnoea and pain in the chest, an errone- 
ous diagnosis of pneumonia may be made; we have ourselves 
committed this error. Pneumonia is very rare during the puer- 
perium, and a lesion in the chest, if present at all, is usually 
embolic in origin and is a complication of puerperal pyaemia—a 
condition which never mimics an “‘acute abdomen’’; moreover, 
with the involvement of the: upper abdomen in general peri- 
tonitis the symptoms are liable to be referred to the chest. 


Though there is less certainty of the diagnosis of puerperal 
peritonitis than of other forms of general peritonitis, because of 
variability of the symptoms and signs, we think that surgeons of 
general experience will usually recognize those signs which 
demand laparotomy. 


TREATMENT. 


It is our considered opinion that operative interference is 
essential in all cases of general puerperal peritonitis, due to any 
organism other than the gonococcus, for we have found no 
reliable evidence that any such cases have recovered spontane- 
ously. 


The treatment of puerperal general peritonitis will be dis- 
cussed under the following headings: 


. The time to operate. 

. The anaesthetic. 

. Drainage of the peritoneal cavity. 

. Treatment of the cause of the peritonitis. 
5. The operation. 

. Accessory treatment. 
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1. Time to operate. As soon as the diagnosis has been made 
an immediate operation must be performed and this must be 
undertaken even though the patient appears to be very ill, since 
there may be still a chance of her recovery. Usually the opera- 
tion should be performed in an operating theatre, though in the 
worst cases it is safer to perform it in the ward without moving 
the patient from her bed. In this condition it is not merely 
justifiable but imperative that all patients in whom there exist 
strong grounds for suspecting peritonitis should be submitted to 
an exploratory laparotomy without waiting for the fully de- 
veloped clinical picture which means, almost invariably, that the 
patient is then beyond surgical aid. 

It is much more difficult to decide upon the best line of treat- 
ment in those cases in which the surgeon has made a diagnosis of 
local pelvic peritonitis associated with a definite localized and 
palpable lesion in the broad ligament or in the uterine append- 
ages. If such cases be treated conservatively most of them will 
undoubtedly settle down and an abscess will be formed either 
pointing, after a time, on the surface of the body or becoming 
localized in the pouch of Douglas or ultimately draining into the 
rectum or into some other parts of the intestines. We believe that 
such conservative treatment should be carried out at first and 
pointing abscesses should be drained through a simple incision. 
The patient is placed in Fowler’s position, fluids are administered 
by mouth and by the rectum and heat is applied to the abdomen. 
Should an ovarian or tubal abscess fail to point, or to disappear 
after a reasonable time, it should be drained by the abdominal 
route, while an abscess in the broad ligament should be drained 
extra-peritoneally. The greatest care should be taken against 
infecting the general peritoneal cavity during such an operation. 

In a few cases, localized pelvic suppuration gives rise to 
general peritonitis either by permeation or by gross rupture, and 
examples of these have been cited earlier in this paper (section 
on pathology). It is necessary, therefore, to decide if any cases 
of this group should be operated upon with the object of pre- 
venting general peritonitis. The most careful watch must be 
kept upon patients known to have such a lesion in the pelvis, 
and should any of the following symptoms appear, immediate 
drainage should, in our opinion, be undertaken: 

a. Sudden onset of severe abdominal pain, especially 1f 
accompanied by a rigor and a persistent rise in the pulse-rate. 
This very often indicates rupture of an abscess into the general 
peritoneal cavity. 
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b. Failure of the temperature to subside after four or five days 
associated with persistent or increasing abdominal pain. 

c. Spreading abdominal tenderness and rigidity associated 
with persistent or increasing abdominal pain. 

Subperitoneal uterine abscess demands further notice. In no 
such case which has come under our care were we able to 
diagnose this condition while it was still localized. In three of 
our cases in which we diagnosed uterine abscess before operation 
general peritonitis was already advanced and the decision to 
operate was, therefore, justified. In the five other cases a uterine 
abscess was found only after the abdomen had been opened 
for general peritonitis. There seems to be a much greater 
tendency for the general peritoneal cavity to be involved from a 
subperitoneal uterine abscess than from an adnexal abscess. In 
none of our cases of uterine abscess has any tendency to localiza- 
tion been noticed except that in one adhesion to the sigmoid colon 
had occurred. It is probable that a uterine abscess not associated 
with peritonitis gives rise to so few symptoms that it escapes 
recognition and thus, should a diagnosis of uterine abscess be 
made, immediate operation is necessarily indicated. 

Gonococcal puerperal peritonitis must be considered apart. 
If a patient suffering from this condition be placed in Fowler’s 
position and be treated conservatively the infection in most 
cases either will become more localized or will subside entirely 
in a few days time. In some cases, probably those in which a 
mixed infection is present, the symptoms do not subside and in 
these laparotomy and abdominal drainage must be performed. 

2. The Anaesthetic. We have used ether by the open method 
in all our cases; it is very safe and is easily administered to a 
patient who is very ill, while we do not think that there is a 
greater tendency to chest complications than in any other patient 
who is suffering from acute intra-abdominal disease. A _ pre- 
liminary dose of morphia should be administered. Gas and 
oxygen is eminently suitable when a skilled administrator is 
available. Spinal anaesthesia is definitely contra-indicated be- 
cause of the fall in blood-pressure it produces. In very ad- 
vanced cases, in which the toxaemia is profound, a local anaes- 
thetic alone may be employed and drainage instituted without 
moving the patient from her bed. 

3. Drainage of the peritoneal cavity. This is the primary 
purpose of the operation. In every case drainage should be by 
the abdominal route in order that the secondary object, namely 
exploration, can be achieved. Drainage by the vaginal route 
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alone is not enough as the pelvic organs cannot thus be care- 
fully examined, while occasionally an extra-pelvic origin of the 
peritonitis would escape recognition; moreover, adequate drain- 
age of the general peritoneal cavity cannot be obtained. 
Drainage by the vaginal route is useful, however, as a subsidiary 
method. 

The pus is rapidly soaked up with long strips of warm moist 
gauze but no attempt at a complete swabbing out or lavage of 
the peritoneum must be undertaken. It is not thus that peri- 
tonitis is cured. Two large drainage tubes are placed in the 
pelvis, one in front of the uterus and the other in the pouch of 
Douglas while, should there be pools of pus in the flanks addi- 
tional tubes are placed in the loin and are brought out through 
stab wounds. 


4. Treatment of the cause of the peritonitis.. It is a general 
principle when operating for general peritonitis that the cause of 
the peritonitis should be sought for and treated. Similarly in 
puerperal peritonitis the pelvic organs must be carefully exam- 
ined for localized suppuration. 


(a) If a focus of localized pelvic suppuration be found either 
such a focus must be removed or free drainage must be provided. 
If an abscess be present in the wall of the uterus or in the broad 
ligament it is rapidly packed off with gauze and is then opened by 
the finger or with sinus forceps and the pus within it is soaked 
up with moist gauze swabs. A second drainage tube is introduced 
into the abscess cavity, should this be large enough to admit one, 
and is brought out through the abdominal wound. If the 
abscess cavity. be small the drainage tube coming up from the 
pouch of Douglas is brought out by a route passing as near as 
possible to the abscess to the wall of which some omentum is tacked 
with a stitch. If an ovarian or a tubal abscess be present the 
diseased ovary or Fallopian tube should be removed unless the 
patient be too ill when drainage alone must be instituted. 

(b) If alocalized focus of suppuration be not found in the pelvis 
or in the abdomen the uterus itself must be responsible for the in- 
fection and hysterectomy has been advocated and performed for 
such cases. Solomons reported a fatal case of peritonitis which he 
treated by hysterectomy and drainage. A. K. Gordon reported a 
case of hysterectomy for pelvic puerperal peritonitis which re- 
covered. Munro Kerr inclines to vaginal hysterectomy and 
vaginal drainage in order to ensure removal of the primary focus. 
Berkeley and Bonney" advise hysterectomy in the puerperium 
‘‘when a sloughing myoma is present’ and “‘when in addition to 

32 





PUERPERAL GENERAL PERITONITIS 


sepsis the uterus is ruptured’’; these authors also advise hysterec- 
tomy in those cases in which an abscess of the uterine wall is 
associated with extensive peritonitis. 

We are in entire agreement with the last-named authors that 
in the case of sloughing infected fibroid in the puerperium, 
hysterectomy should always be performed as enucleation of such 
a fibroid without the removal of the uterus is always fatal. The 
treatment to be adopted for ruptured uterus when sepsis is present 
is a difficult problem, but if general peritonitis has supervened 
repair of the uterus with drainage of the abdomen is preferable 
to hysterectomy. 


Apart from the exception just noted we believe that hysterec- 
tomy should never in any circumstances be performed in the 
presence of puerperal peritonitis, not even when an abscess in the 
uterine wall is present. Hysterectomy has been performed on 
the supposition that as the uterus is the primary focus of the 
disease its removal is therefore desirable. This argument is, we 
believe, based upon false pathology, for by the time puerperal 
peritonitis is established the whole of the pelvic lymphatic plexus 
is infiltrated with streptococci and hysterectomy by no means re- 
moves the home of the organisms; on the contrary new lymphatic 
vessels and tissue spaces are exposed for the further absorption of 
organisms and thus hysterectomy may be expected to precipitate 
a fatal issue. It is strictly against surgical principles to cut across 
an infected lymphatic pathway in the absence of gross pus for- 
mation. As in cases of early cellulitis of the arm or leg, or of 
tubular lymphangitis, heat is applied to localize the infection and 
incisions are made only when pus is present, so in infective condi- 
tions in the pelvis local collections of pus must be evacuated and 
drained although no new pathway for general absorption should 
be opened. In the paragraph on gross trauma in the section 
on pathology earlier in this paper, the first case recorded is one of 
gangrenous uterus associated with general peritonitis; hysterec- 
tomy was performed for the condition and drainage was insti- 
tuted but death followed some days later. It is most likely that 
in this case drainage alone would have been adequate to effect a 
cure. In most cases of puerperal general peritonitis hysterectomy 
of itself would add very considerable risks and would lessen the 
patient’s chance of recovery. 

(c) Very occasionally a non-pelvic cause will be found for the 
peritonitis. A gangrenous appendix is readily recognized; blood- 
stained fluid and areas of fat necrosis in the omentum are indica- 
tive of acute pancreatitis, while bile-stained mucoid exudation 
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implies the presence of a perforated ulcer of the stomach or of the 
duodenum; pneumococcal peritonitis can usually be differentiated 
from a streptococcal infection only by the discovery of the 
organism. Such cases must be treated in accordance with general 
surgical principles. 

5. The operation. The operation should be performed as 
speedily as possible and all precautions should be taken to mini- 
mize shock from which, indeed, many of these patients are 
already suffering. Ina very ill patient it is sometimes advisable 
to give an intravenous saline infusion and to wait for an hour or 
two after admission to hospital before operating. 

The patient is placed in the horizontal position during the 
operation. The abdomen is opened through a left paramedian 
incision about 33—4 inches long, below the umbilicus. It is a dis- 
advantage to have too small an incision, for sufficient room must 
be obtained to admit the whole hand with ease in order to make 
an adequate exploration of the pelvic viscera. This is an essential 
part of the operation, and without it treatment may be incom- 
plete. Moreover, an adequate incision is the best method of 
allowing the escape of most of the peritoneal exudation. 

The peritoneum having been opened, there will be, in most 
cases, an escape of thin greenish-yellow pus from the abdomen. 
Any adhesions which may be present should not be separated 
except when they prevent the examination of the pelvic viscera. 
The surgeon then proceeds to make a rapid though detailed 
examination of the pelvic viscera, and deals with these in accord- 
ance with the principles laid down in the previous section. Drain- 
age is instituted and the abdomen is closed. 

6. Accessory treatment. In a Maternity Hospital patients 
suffering from puerperal peritonitis must be isolated and their 
dressings must be done by a nurse allocated for that purpose. 
We have already quoted examples of the dire results that follow 
infection by contact in the puerperium. 


After the operation the patient is given glucose-saline con- 
tinuously per rectum, while, if she be very ill, a pint of saline given 
intravenously is useful both to restore the pulse and to combat the 
toxaemia. As soon as possible she is placed in Fowler’s position. 
On recovery from the anaesthetic every attention is given to oral 
hygiene and small drinks are allowed from the start providing 
they do not cause vomiting. Brandy is of great value in the first 
few days. 

We have not found that the administration of intravenous 
antiseptics or of antistreptococcal serum is of any value. In 
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those cases in which severe vomiting or diarrhoea are features 
hypertonic sodium chloride (30 cc. of Io per cent solution) 
should be given intravenously in order to replace the chlorides 
lost from the body. 

The drainage tubes should be shortened after 24 hours and 
removed as soon as drainage has ceased, although one tube is re- 
tained for a longer period when there has been localized 
pelvic suppuration. Once the tube has been removed, careful 
watch must be kept for the development of residual abscesses, 
and these must be drained as soon as they are recognized. In one 
patient in our series it was necessary to drain such an abscess in 
the epigastrium, while in a second an abscess was opened in the 
right iliac fossa; in two other patients pelvic abscesses were 
drained through the pouch of Douglas. 


SUMMARY. 


1. Puerperal general peritonitis is present in about half of all 
patients who die from puerperal fever. In most of these cases it 
is the immediate cause of death. 

2. Puerperal peritonitis is caused in the majority of cases by 
the streptococcus and has been assumed to be almost uniformly 
fatal. 

3. The most severe cases are those which arise within the first 
four days after delivery, and these cases follow the rapid invasion 
of the peritoneal cavity by organisms which enter through the 
lymphatic vessels in the wall of the uterus. There is very often a 
blood infection and rarely any localized pelvic suppuration. The 
mortality of cases in this group is very high. 

4. Cases occurring four days or later after delivery are less 
severe, and in these localized pelvic suppuration is often found, 
most commonly in the wall of the uterus and much less commonly 
in the ovary and in the broad ligament. The peritoneal infection 
may arise either from the uterus itself or more commonly from 
the localized abscess. 

5. We have outlined other causes of peritonitis occurring in 
the puerperium. 

6. The symptoms and signs of acute puerperal general peri- 
tonitis have been described. 

7. We urge that operation for cases in which puerperal peri- 
tonitis is reasonably suspected should be undertaken much more 
often than it has been in the past. The fully developed clinical 
picture must never be awaited if the present high mortality is to 
be reduced. Although diagnosis is always difficult we think that 
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most cases may be recognized before the peritoneum is widely 
affected. 


8. Cases of puerperal sepsis in which a palpable mass is 
present must be very carefully watched for signs of involvement 
of the general peritoneal cavity, and if such involvement be diag- 
nosed immediate operation must be performed. 

g. An abscess of the wall of the uterus is especially liable to be 
associated with general peritonitis. 


10. We record particulars from a series of 36 cases of puer- 
peral general peritonitis of which 11 have recovered. 


We desire to thank the Members of the Honorary Staff of the 
Leeds Maternity Hospital for permission to use the post-mortem 
records of cases which have been under their care. 


REFERENCES. 

1. Adamson, R. H. B. Personal Communication. 

. Andrews, H. R., E. J. Maclean, and A. Bourne. ‘‘Report on the Prog- 
nosis and Treatment of Puerperal Sepsis,’’ 1923; Journ. Obstet and 
Gynaecol. Brit. Emp., 1925, xxxii, 201. 

. Armitage, J. ‘‘Acute peritonitis combined with labour.’’ Brit. Med. 
Journ., 1927, 1185. 

. Baudelocque, C. A. Traité de la Péritonite Puerpérale, Paris, 1830. 

. Barker, F. ‘‘The puerperal diseases,,’’ 1876, New York, 3rd Ed. 324. 

. Bell, W. Blair. ‘‘Discussion on puerperal sepsis.’’ Journ. Obstet. and 
Gynaecol. Brit. Emp., 1925, xxxli, 243. 

. Bell, W. Blair, D. Dougal, et al. ‘‘Report on puerperal blood infections.’’ 
Journ. Obstet. and Gynaecol. Brit. Emp., 1925, xxxii, 223. 

. Besnier, J. ‘‘Péritonite puerpérale purulente.’’ Union Med., Paris, 3 S., 
1887, xliii, 778. 

. Boquel. Abstract, ‘‘Acute peritonitis in puerperal woman.’’ Journ. 
Obstet. and Gynaecol. Brit. Emp., 1912, xxi, 306. Arch. Mens 
d’Obstet et de Gynecol., 1912, January. 

. Bouilly. Quoted by H. W. W. Lea, ‘‘Puerperal infection,’’ London, 
IQIO, 323. 

. Bumm, E. Arch. f. Gynikol., 1891, xl, 398. 

. Bumm, E. ‘“‘Histologische untersuchungen uber die puerperale Endo- 
metritis.’’ Arch. f. Gynikol., 1891, xl, 398. 

. Championiere, L., cited by Mercade, S. 

. Chappell, W. F. ‘‘Suppurative peritonitis and pluritis following 
parturition.’’ Med. Rec., New York, 1888, xxxiii, 692. 

. Berkeley, Comyns, and W. F. V. Bonney. ‘‘The difficulties and 
emergencies of obstetric practice.’’ 1913, 37 and 478. 

. Berkeley, Comyns. ‘‘Case of rupture of an ovarian abscess twelve hours 
after labour.’’ Tvans. Obstet. Soc., London, 1903, xliv, 73. 

. Dakin, W. R. ‘‘Handbook of Midwifery.’’ 1897, 538. 

. Dunlop, F. ‘‘Puerperal peritonitis ending in recovery.’’ New Orleans 
Med. and Sci. Journ., n.s., 1884-5, xii, 440. 


36 





PUERPERAL GENERAL PERITONITIS 


. Gibson, M. H. ‘‘Puerperal peritonitis.’’ Lancet, 1841-2, i, 430. 
. Gordon, A. K. ‘‘Puerperal peritonitis treated by abdominal section.’’ 
Journ. Obstet. and Gynaecol. Brit. Emp., 1907, xi, 468. 
. Gordon, A. K. ‘‘Some problems in the treatment of puerperal septic 
diseases.’’ Journ. Obstet. and Gynaecol. Brit. Emp., 1908, xiv, 257. 
2. Gordon, S. C. ‘‘Peritonitis in the female.’’ Aber. Journ. of Obstet., 
1890, xxiii, 801. 
. Grandin, E. H. ‘‘The treatment of purulent puerperal peritonitis.’’ Amer. 
Journ. of Obstet., 1893, xxvii, 427. 
. Graham. ‘‘Puerperal peritonitis.’’ Lancet, 1829-30, i, 470. 
. Grange, J. W. ‘‘Notes of a case of puerperal peritonitis with purulent 
effusion, terminating in recovery.’ Glasgow Med. Journ., 1882, xviii, 
465. 
. Hirst, B. C. ‘‘Textbook of obstetrics,’’ 2nd Ed., 1900, 688. 
. Holland, E. ‘‘Infected fibromyoma of the puerperal uterus associated 
with general peritonitis.’ Journ. Obstet. and Gynaecol. Brit. Emp., 
1922, xxix, 108. 
. loway, H. ‘‘Puerperal peritonitis.’’ Amer. Journ. of Obstet., xix, 
432. : 

. Jeannin, C. ‘‘Traitement chirurgical des péritonites 
généralisés.’’ L’Obstet.,. 1906, No. 3, 485. 
. Jewett, C. ‘‘Practice of obstetrics.’’ 1902, 596. 
. Kneise. ‘‘Obstetrics,’’ 5th Ed. Cited by W. Williams, 1914, 989. 
2. Langlet. ‘‘Peritonitis.’”’ Union. Méd. et Scient. du nord-est Reims, 
1882, vi, 270. 

. Lea, A. W. W. ‘‘A case of abscess of the uterus developing during the 

puerperium; rupture into the peritoneal cavity, abdominal section. 

Recovery.’’ Trans. Obstet. Soc., London, 1904-5, xlvi, 7. 
. Lea, A. W. W. ‘‘Puerperal infection,’’ London, tg1o. 
. Leishman, W. ‘‘System of midwifery.’’ 1888, ii, 996. 
. Leopold, G. Arch. f. Gyniikol., \xxviii, i, i. 
. Leopold, G. ‘‘Zur operativen Behandlung der puerperalen Peritonitis 
und Thrombophlebitis.’’ Arch. f. Gynikol., 1919, 1xxxix, 230. 
. McCord, J. H. ‘“‘A report of two cases of pneumococcal peritonitis 


following normal labour.’’ Amer. Journ. of Obstet. and Gynecol., 
XVI, 272: 


puerpéales 


. Macdonald, E. ‘‘Puerperal genera! peritonitis. 
Ann. of Surg., 1907, xlv, 203. 

. Mercades, S. ‘‘Abscés de l’utérus.’’ Annales de Gynécol et d’Obstét., 
1907, iv, 29. 


Report of eleven cases.”’ 


. Mitchell, J. T. ‘‘On the nature, treatment, etc., of puerperal peritonitis.’’ 
Obstet. Trans., 1863, iv, 96. 

2. Monckberg, J.G. Gynécol et Obstét., Tme. vi, 1, cited by Seymour, Brit. 

Med. Journ., 1928, i, 895. 

. Norris, R. C. ‘‘Textbook of obstetrics,’’ Part II, 1896, 7o1. 

. Oldfield, C. ‘‘Hermans difficult labour,’’ 6th Ed., 1920, 544. 

. Oldfield, C. Journ. Obstet. and Gynaecol. Brit. Emp., 1923, xxx, 500. 

. Page. ‘‘Acute peritonitis after confinement.’’ Lancet, 1893, ii, 250. 

. Schtiltheiss, H. Zentralb. f. Gyniikol., 1926, 50, 1696. 


37 























48. 


. Teichelmann, E. ‘‘A case of peritonitis following parturition.’ 


59: 


60. 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Seymour, H. F. ‘‘A case of pneumococcal peritonitis during the puer- 
perium with recovery.’’ Journ. Obstet. and Gynaecol. Brit. Emp., 
1927, XXXiV, 793-94. 


. Seymour, H. F. ‘‘Pneumoccal peritonitis during the puerperium. 


Recovery.”’ Brit. Med. Journ., 1928, i, 895. 


. Tait, L. ‘‘Puerperal infection.’’ Quoted by A. W. W. Lea, Ig10, 323. 
. Taylor, J. W. ‘‘A case of post-puerperal peritonitis with sub-peritoneal 


abscess.’’ Lancet, 1888, ii, 911. 


Lancet, 
1891, ii, 1276. 


. Von Franqué. ‘‘Uterine abscess.’’ Zentralb. f. Gynikol., 1902, 20. 
. Ward, T. C. London Med. Gazette, 1834, xiv, 815. 
. Williams, W. Discussion on Report on puerperal sepsis, Journ. Obstet. 


and Gynaecol. Brit. Emp., 1925, xxxli, 240. 


. Williams, W. ‘‘Obstetrics,’’ 5th Ed., 989 and 1o1q. 
. Woodward, S. B. ‘‘A case of purulent puerperal peritonitis successfully 


” 


treated by incision and drainage. 
1888, Cxix, 33. 


Boston. Med. and Sci. Journ., 


. Wormser, E. ‘‘Operativen behandlung des Puerperalfieber.’’ Gynécol. 


Rundschau, 1909, 

Wyatt, J. M. ‘‘Metropolitan Asylums Board Annual Report, London, 
1927-28, 1928-29, 1930; and personal communication.”’ 

Yates, J. L. ‘‘Physiological principles in the treatment of acute 
peritonitis. Surg. Gynecol. and Obstet., November, 1911. Abstract 
Journ. Obstet. and Gynaecol. Brit. Emp., 1912, xxi, 41. 


. Young, J. Brit. Med. Journ., 1928, i, 967. 
2. Young, W. McG. Personal communication. 














The Effect of Reproduction upon Insanity. 
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Maternity Hospital. 


SELECTIVE mating of domesticated animals has been used ex- 
tensively to improve the physical characters of the offspring and 
to maintain the qualities of special breeds, and the extraordinary 
results that have followed the application of scientific methods 
to the breeding of racehorses and other animals have led to the 
belief that similar principles might be applied with advantage to 
the reproduction of man. This method cannot be applied in its 
crude form to the human race because it implies criteria that are 
necessarily restricted to the lower animals. Successful experi- 
ments in animal genetics demand conditions which cannot be 
obtained in man such as: 

1. Early sexual maturity, frequent conception and short gesta- 
tion periods, enabling the results of many generations of experi- 
mental mating to be investigated in a comparatively short space 
of time. 

2. The complete control of the sexual functions of all male and 
female animals employed for selective breeding. 

3. The permanent sterilization or sexual segregation of all 
animals not required for breeding purposes. 

There is, moreover, a fundamental difference in objective 
between animal breeding and human eugenics. In the breeding 
of pedigree animals the sole aim is physical perfection, and the 
breeder is not concerned with the mental endowments of the 
progeny so long as they conform with the required physical 
standards. Thus pedigree cattle may be dements, but justify 
their breeding by the production of beef or milk. And the race- 
horse may be a dangerous rogue, but its physical capacity for 
speed puts an encrmous premium upon its services as a sire.' 

But the value of man cannot be measured by these standards, 
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because the physical characters of his offspring are entirely sub- 
sidiary to those moral and intellectual qualities which differentiate 
homo sapiens from the rest of the animal creation, 

‘‘On earth there is nothing great but man, 

In man there is nothing great but mind.”’ 
Sir Wm. Hamilton. 

The reproduction of man involves infinitely more complex 
problems than the breeding of animals, and the results of animal 
experiments, devoted entirely to the breeding of physical char- 
acters do not form a reliable guide to the transmission of human 
qualities. 

Up to the present time, the laws governing human heredity and 
the racial influence of parental mental qualities have not been 
determined, but legal powers have already been sought to pre- 
vent the breeding of lunatics and to legalize the compulsory 
sterilization of mental defectives. For this purpose great stress 
has been laid upon the importance of insanity as a cause of racial 
degeneration, although comparatively little is known about the 
origin of insanity or its modes of transmission. It is not easy to 
approach the study of this problem from the clinical point of 
view, because the clinical material is small (lunatics are segre- 
gated and breed infrequently) and the available material is diffi- 
cult of access, as pregnancy in a mental institution, like insanity 
in a maternity hospital, is regarded as an intruder and provision 
is not made for the scientific investigation and treatment of such 
unwanted complications. 

This system of treating lunacy and midwifery in separate in- 
stitutions under the direction of highly specialized medical staffs 
affords little opportunity for co-operation between obstetrician 
and alienist; it produces an isolation of material and personnel 
that renders team work difficult and satisfactory research im- 
possible, and is to a great extent responsible for the obscurity that 
surounds the relations of pregnancy to insanity. 

An attempt has been made to overcome these difficulties by 
drawing up a questionnaire from the obstetric standpoint and 
submitting the contained questions to a number of mental experts 
who were invited to contribute their opinions on three main 
points: 


of insanity. 

2. The value and validity of eugenic methods in the control 
of reproduction. 

3. The employment of therapeutic abortion for mental disease. 
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Ninety-five British alienists replied to the questionnaire and to 
them the writer desires to express his most sincere thanks for 
their kindness and courtesy in contributing the material which 
forms the basis of the present communication. The following 
arrangement has been adopted : 


1. Summary of the clinical aspect of reproductive insanity. 
2. Analysis of the questionnaire; the individual questions and 
their answers being dealt with seriatim and each section divided 
inte two parts: 
(a) A review of the problems raised by the question. 
(b) An analysis of the answers arranged in tabular form. 


3. Conclusions. 


SUMMARY OF THE CLINICAL ASPECT OF 
REPRODUCTIVE INSANITY. 
The salient features concerning the different forms of insanity 
that may occur in association with the process of child-bearing 
are as follows: 


DEFINITION. 

No specific kind of mental disturbance is produced by the 
physical and psychical changes that follow conception, but any 
of the acquired types of the disease may arise, with the exception 
of senile dementia. 

It has long been customary to subdivide reproductive insanity 
into three epochal groups, and although this classification has little 
aetiological significance it has some value from the prognostic 
point of view and may be retained with advantage. 

1. Pregnancy insanity. 

2. Puerperal insanity: symptoms beginning before the sixth 
week of the puerperium. 

3. Lactational insanity: symptoms beginning after the sixth 
week of the puerperium. 


INCIDENCE, 

The frequency of reproductive insanity has been variously 
estimated by different authorities: Cole* states that 7) per cent of 
all cases of insanity among women are probably due to the process 
of reproduction, and De Lee* that 10 to 18 per cent of insane 
women are suffering from disease set up by child-bearing. One of 
the contributors to the present paper (No. 18) supplies the follow- 
ing information which has not previously been published : 
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‘* Out of 1,270 consecutive cases admitted to this hospital, only 50 
were associated with pregnancy as a causative factor, i.e. four per 
cent. (N.B. These 1,270 include senile and unmarried women, so that 
the percentage should be really higher, if such cases were eliminated.” 


The relative frequency of the epochal manifestations of the 
disease has also received attention. Eden‘ quotes figures from 
the Claybury Asylum which show that 21.6 per cent. occur during 
pregnancy, 46 per cent. in the early puerperium and 32.4 per cent. 
during lactation. Cole gives rather different percentages— 

3, per cent. during pregnancy, 67 per cent. puerperal and 20 per 
cent. lactational in origin and Contributor No. 18 sends these 
figures: Io per cent. pregnancy, 80 per cent. puerperal and 10 
per cent. lactational. The average of these three authors works 
out in the following way : 


Pregnancy Puerperium Lactation 
o th 
GCN ogee wheel eke fies : 40 32.4 
Cole pe pete eae), Batis 3 67 20 
Contributor No. 18 ee 80 10 


Average 64.3 20.8 


AETIOLOGY. 


There is common agreement as to the general causes of repro- 
ductive insanity, but the various authorities differ a good deal 
with regard to the relative importance of individual factors: 
these factors may be classified under the following headings: 


Heredity. 

Heredity is universally looked upon as a factor of pre- 
dominant importance in regard to both aetiology and prog- 
nosis and a family history is stated to be obtainable in from 40 
to 50 per cent of all cases. Some alienists (Craig’) believe 
that a family taint is specially potent when it is maternal in 
origin. 

Mental and physical stress. 
Any factor leading to exhaustion or strain, such as syphilis, 


alcoholism, malnutrition and bad sociological conditions may 
serve as an activating cause. 


INFLUENCE OF PREGNANCY. 
Child-bearing even under normal conditions imposes some 
strain upon the mental processes, for after conception, psychi- 
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cal changes, such as phobias and the like, occur with a fre- 
quency that verges on the commonplace. 


Abnormal pregnancy introduces many additional stresses: 

(a) The toxaemias of pregnancy and puerperal sepsis are 

of special importance, for Hansen and Picque’ state that 

80 per cent of reproductive insanity is due to these fac- 

tors, and Whitridge Williams’ claims that the introduc- 

tion of aseptic methods has reduced the incidence of the 
disease by half. 

(b) Minor grades of mental disturbance are exceedingly 
common in eclamptic women, and Olshausen* found 
that toxaemia was responsible for actual mental break- 
down in six per cent of his 515 cases of eclampsia. 

(c) Special mental stress may be seen in pregnancy among 
elderly primigravidae and unmarried mothers. Eden 
states that 25 per cent of cases of reproductive insanity 
occur among single girls who (it should be noted) are 
specially liable to toxaemia, syphilis and the dangers of 
concealment. 

(d) Special physical stress may be imposed by too rapid 
child-bearing under adverse conditions and by severe 
haemorrhages, prolonged labour and hyper-lactation. 


CLINICAL FEATURES. 
There are three main clinical types: 
1. Acute confusional insanity. 

In this, the most common type, the underlying cause 
is exhaustion or sepsis and the mental prognosis is in- 
variably good for patients who survive the physical 
dangers of the attack. 


. Alternating insanity. 

This is found among neuropaths, who as a class, are 
liable throughout life to periodic attacks of excitement 
and psychical disturbance under conditions of stress, of 
which child-bearing may be one. 


3. Dementia praecox. 
This is a condition which is associated with chronic 
dementia and a hopeless outlook from the mental point 
of view. 
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Generally speaking, the depressed melancholic type 
with leanings towards suicide or infanticide is the usual 
syndrome during pregnancy and lactation, while active 
maniacal symptoms are more common in puerperal 
cases. 


SYMPTOMS. 
ommon symptoms are the following: 
Insomnia. 
Melancholia. 
Violence resulting in self-injury or injury to others. 
Homicidal tendencies possibly leading to infanticide. 
Apathy, with neglect of ordinary hygiene (e.g. loss 


of sphincter control) and sometimes with the conceal- 
ment of pregnancy and childbirth. 
High fever and acute mania. 


PROGNOSIS. 


The prognosis is related to the clinical features and the time 
of onset. 


(a) Pregnancy. 


Patients afflicted in the early months do well and may 
recover after quickening. This is a rare event however, 
as 80 per cent of these cases begin in the latter half of 
pregnancy (Eden) and of these a proportion become 
chronically insane (30 per cent Craig). 


Puerperium. 

Septic cases are the most dangerous, and of these 5 to 
10 per cent die; nearly all afebrile cases, and especially 
those beginning soon after labour (10 per cent arise dur- 
ing the first 14 days, Eden) recover, although the mental 
convalescence may be tedious. 


(c) Lactation. 


Mental disturbances arising during this epoch are 
liable to be sub-acute and the rate of recovery to be slow, 
although this depends largely upon the physical condi- 
tion. When recovery takes place it is usually complete, 
and relapses are uncommon unless pregnancy recurs. 


Viewing the cases as a whole, the outlook is good and 70 to 
80 per c 


ent of all patients are said to regain their sanity, put a 
44 















THE EFFECT OF REPRODUCTION UPON INSANITY 


family history of mental disease and a personal history of 
previous attacks adversely affect the prognosis of any type of re- 
productive insanity. 

Contributor No. 18 supplies the following table which gives the 
different clinical types and the prognosis of his series of 50 cases. 


TABLE. 
Mental Diagnosis No. of cases Recovered Improved 1.S.Q. Died 
Depressive stupor 7 4 2 I oe 
Maniac-depressive psychosis 27 15 5 2 5 
Hysteria I I — — = 
Paraphrenia I I ox = —- 
Schizophrenia (Dementia praecox) 13 2 2 9 = 
Confusional delirium I a _— = — 
TREATMENT. 


Since the essential cause of insanity remains unknown, there is 
no specific therapy, and clinical treatment is largely symptomatic. 
The prevention of insanity is an ideal rather than an achievement, 
but the incidence of the disease has been checked to some extent 
by the Institutional treatment of mental defectives and the segre- 
gation of lunatics; better results would be obtained according to 
the eugenic theory by the sterilization of mental defectives, the 
general supervision of marriage and the State control of concep- 
tion. With regard to the treatment of pregnancy in women who 
are insane, the following methods are employed: 


1. General Treatment. 

(a) Effective supervision and control, which are imperative, 
are most easily obtained by certification and admission 
to a mental hospital. 

(b) Domiciliary treatment in the patient’s own home may 
be allowed in special circumstances, but it must include 
the employment of skilled mental and obstetric nurses. 


2. Clinical Treatment. 

(a) Antenatal supervision and special care during labour 
and the puerperium. 

(b) Special attention to hygiene, feeding, cleanliness and 
sphincters. 

(c) Prevention of pregnancy toxaemia so far as this is 
possible by diet, purgatives and elimination. 

(d) The use of drugs such as narcotics for mania. 

(e) The prevention of puerperal sepsis by modern methods 
of treating mechanical difficulties and the employment 
of an efficient antiseptic technique during labour. 
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3. Special Treatment. 

(a) Therapeutic abortion: The indications are very ill- 
defined, but operation may be recommended to save the 
life of the mother and to prevent complete or permanent 
mental breakdown, special consideration being given to 
patients in whom the insanity is due or appears to be due 
to fear of death during labour, and to women whose 
previous pregnancies have been associated with an 
attack of insanity. 

(b) Sterilization is occasionally recommended for special 
conditions, but it must be remembered that every opera- 
tion for therapeutic abortion or sterilization involves 
ethical and legal principles and that due regard must be 
paid to this aspect of the case before such an operation 
is undertaken. The essential preliminaries must include : 


1. Consultation between alienist, general practitioner 
and obstetrician. 

2. The written consent of the patient’s family and, if 
possible, of the patient herself. 

3. A letter of indemnity from the husband giving an 
adequate safeguard to the interests of the surgeon. 


ANALYSIS OF THE QUESTIONNAIRE. 
Question I. 
Do You CONSIDER THAT CHILD-BEARING (ESPECIALLY IF 
REPEATED FREQUENTLY OR AT SHORT INTERVALS) IS AN IMPORTANT 
FACTOR IN THE AETIOLOGY OF INSANTY ? 


The Effect of Pregnancy upon Insanity. 

The effects of normal pregnancy upon healthy women vary 
within wide limits and these variations may be complicated still 
further by association with pre-existing pathological lesions. 

In the same way, the abnormalities of pregnancy differ in 
potency and their influence may be enhanced by the presence of 
organic disease. Since the manifestations of mental disease are 
at least as complex as the process of reproduction, the rela- 
tions which exists between pregnancy and insanity cannot be a 
simple one. As a causative factor of insanity it is possible that 
child-bearing may be simply a source of mental and physical 
stress comparable with bad sociological conditions and malnutri- 
tion or, on the other hand, the results of conception may have a 
specific effect upon the disordered mind. This latter view has 
long been the cherished belief of the obstetrician by whom the 
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mental and nervous changes of early pregnancy have been re- 
garded as characteristic and indeed pathognomonic. Some of the 
nervous changes, such as longings for strange articles of diet, are 
probably physical in origin and constitute a physiological re- 
sponse to the biochemical demands of disturbed metabolism. But 
there are other changes of temperament and character which are 
psychological in kind, and such disturbances are sufficiently 
common in early pregnancy to warrant the asumption that they 
are dependent upon the pregnant state and are in fact a specific 
result of conception. 

It is also well known that during pregnancy a woman is in a 
state of increased suggestibility and is more susceptible to those 
autogenous mental impressions and sensations that are created by 
the expectation of motherhood; nor is it difficult to understand 
why many women should view with apprehension a process which 
will impair their beauty and possibly threaten their life. The preg- 
nant woman is also prone to seek the advice of other women 
who have passed through the same ordeal and to accept extran- 
eous suggestions which may influence her mental outlook and be- 
haviour. 

Adverse circumstances in the home such as poverty, unem- 
ployment or the possession of an already large family are always 
a source of anxiety to the expectant mother, while mental stress 
of a severe degree is sometimes inflicted by actual cruelty, the 
shame of illegitimacy or the shock of desertion. 

The aetiological significance of the pains of childbirth must 
not be overlooked, but their influence varies with the severity of 
the labour, the health of the patient and the concomitant cir- 
cumstances. Some women of a robust physical and mental type 
appear to experience little or no physical suffering, while others 
suffer greatly during labour and may become uncontrollable as 
the moment of birth approaches. 

The indifference to physical pain displayed by many savages 
is not shown to the same extent by civilized races, and it would 
appear that modern culture has been acquired at the expense of 
the nervous system. The increased receptivity of the sensory 
nerves and higher centres has enhanced the capacity for pleasure, 
but diminished the resistance to pain and stoicism is no longer a 
paramount tribal virtue in an age that has discovered chloroform 
and proposes to employ anaesthesia for normal labour. 


It is difficult to estimate the importance of the pain factor in 
the production of insanity, because the mental reaction to exces- 
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sive pain (a reaction which is demonstrated by the so-called 
‘temporary insanity ’ of many suicides) varies greatly in different 
individuals and even in the same individual is subject to fluctua- 
tions, but it cannot be denied that great pain may disturb the 
mental balance and lead to disordered conduct. 

In regard to the process of childbirth, it has long been held 
that during the supreme pang of delivery a woman is not always 
responsible for her actions and the law itself has now recognized 
this ancient belief in the Infanticide Act of 1922: 


By this statute, it is provided that when a woman, by any wilful act 
or omission, causes the death of her newly born child in circumstances, 
which but for the Statute, would have amounted to murder, but at 
the time of such an act or omission, she had not fully recovered from 
the effects of the birth, and by reason thereof the balance of her mind 
was disturbed, she shall be guilty of the felony of infanticide, and 
shall be punishable as for manslaughter. If in such circumstances she 
is tried for murder, the jury may return a verdict of manslaughter or 
of ‘* guilty, but insane,’’ or of the concealment of birth. 


In spite of the arguments which have been brought forward by the 
obstetrician to show that pregnancy may exert a selective influ- 
ence upon the mind of the pregnant woman, this view is not 
shared by the majority of contributors to this paper. 


The alienist believes that in so far as pregnancy imposes 
physical or mental stress upon the patient, it is an exciting or con- 
tributory cause of insanity and may precipitate an attack in a 
predisposed individual, but in his opinion, this action is not the 
specific result of conception, but is due rather to those abnormali- 
ties of parturition such as sepsis or toxaemia which produce 
physical or mental exhaustion. 

In attempting to evaluate the significance of the reproductive 
factor, it is useful to compare the mind with organs such as the 
heart or kidney that possess a reserve power with which to meet 
emergencies; the absorption of this reserve force by disease or 
physical strain reduces the functional capacity of the affected 


organ and may eventually lead to complete failure of response to 
effort, or decompensation. 


Given the necessary conditions, mental decompensation or 
insanity may be induced by exhaustion of the reserve powers of 
the mind. Assessed in this simple way, the effect of the process 
of reproduction upon the mind may be measured by the amount 
of physical and mental trauma sustained during pregnancy and 
labour and the vulnerability of the mind upon which it is inflicted. 
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ANSWERS TO QUESTION I. 


Affirmative Negative 
Yes 12 No 12 
Yes qualified by: No qualified by: 
Sometimes an excit- Rarely an_ exciting 
ing factor. 29 factor. 13 
Sometimes a Rarely a 
contributory contributory 
factor. 23 factor. 6 


Child-bearing is said in the above replies to be a contributory 
or exciting factor when in conjection with : 


1. Hereditary predisposition. 15 
2. Physical stress. 
Exhaustion and fatigue 15 
Abnormal pregnancy, sepsis 
and haemorrhage 10 
Sociological distress y 
3. Mental stress. 
Neuropathic taint 14 
Worry or unhappiness 6 
Potential psychosis 4 
Total affirmative replies 64 
Total negative replies 31 


These results suggest that child-bearing is not a specific cause 
of insanity, but may act as an exciting or contributory factor in 
the presence of hereditary predisposition and physical or mental 
stress. 


Question 2. 


HAS THE SUPERVENTION OF PREGNANCY ANY CONSTANT EFFECT 
UPON THE MENTALITY OF AN INSANE PATIENT ? 


It is important to remember that the experience of the con- 
tributors to this questionnaire is limited to the minority of lunatics 
segregated in asylums and that it is impossible to obtain any 
accurate information concerning the reproductive activities of 
those lunatics who are uncertified and therefore free in all sections 
of the community; this introduces a margin of error into the re- 
sults that cannot be measured or eliminated. The majority of 
answers point out that the supervention of pregnancy is exceed- 
ingly rare among certified lunatics, because the latter are 
segregated under conditions that prevent conception, and mental 
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defectives are comparatively infertile. For this and other reasons 
it is obvious that the alienist has few opportunities for observing 
the results of conception upon patients of this class, and that in- 
sufficient work has been done upon this subject to permit of dog- 
matic statements concerning the effects of pregnancy upon the 
diseased mind. It is the general opinion, however, that lunatics 
vary as much in their physical and mental reactions as sane people 
do, and that the psychical condition of the patient depends to a 
large extent upon the physical health and environment. Some 
patients improve and others deteriorate, but in the majority there 
is little change. 

In favourable circumstances improvement takes place after 
labour in cases that begin during pregnancy, but in the puerperal 
type of the disease recovery cannot be expected until lactation has 
been terminated. 

Some contributors ,jbut not all, believe that when a patient has 
once suffered from mrental disease during a reproductive epoch 
she is liable to recurrence in subsequent pregnancies. 

In order to estimate the probable effect upon a given case, 
attention must be given in normal pregnancy to the sociological 
conditions of the patient, her domestic happiness, environ- 
ment and the circumstances attending the conception and 
development of the child, for often the influence of these ex- 
traneous factors is greater than that of the pregnancy itself. In 
abnormal pregnancies on the other hand, the direct influence of 
toxaemia, sepsis and prolonged labour upon the nervous system 
must be taken into account, for the appearance of such complica- 
tions inevitably increases the gravity of the psychical as well as the 
physical prognosis. 

The answers to this question may be summarized as follows : 

1. Pregnancy is comparatively rare among certified lunatics 
and it has no constant effect upon their mental condition. 

2. The effect is likely to be harmful when the pregnancy 
itself is abnormal or the physical health of the patient and her 
environment are unsatisfactory. 

3. Special risk is entailed for patients in whom there is a 


family tendency towards mental disease or a personal history 
of previous attacks. 


ANSWERS TO QUESTION 2. 
Affirmative Negative 
Yes II No 
The result is bad. 
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Indefinite answers. 
Insufficient data upon which to answer the question 
Sometimes worse and sometimes better 
Liable to relapse in subsequent pregnancies 
Usually worse during pregnancy 
Improvement during pregnancy 
Generally makes the patient worse 
Effect depends upon environment 


Total indefinite replies 56 
Total negative replies 28 
Total affirmative replies II 


The large proportion of indefinite replies indicate the rarity of 
pregnancy among certified lunatics, and emphasizes the lack of 
clinical opportunity for investigating the effect of pregnancy upon 
gross types of mental disease. 


Question 3. 


Do You CONSIDER THAT THE OFFSPRING OF MENTALLY 
AFFLICTED PARENTS MAY BE MENTALLY HEALTHY : — 


(a) When the parental disease has an organic basis ? 
(b) When the parental disease is functional in type ? 


It has long been customary to assume that the offspring of 
mentally afflicted families invariably show deficiency at birth or 
develop some form of mental disease in later life, and this 
assumption has formed the basis for much eugenic argument.” 
The well-known family tree of a certain mentally defective 
American woman has been accepted as the typical result of this 
kind of mating, and the belief has gained ground that lunatics are 
mainly derived from parents who are themselves insane; it has 
therefore been argued that the supply of lunatics would be cut off 
at its source by the application of restricted mating to lunatics and 
mentally defective persons. 

The sort of evidence upon which these popular views are based 
may be illustrated by reference to the Kallikak’ family tree. The 
pedigree of Deborah Kallikak, a mormon, was traced back to a 
mentally deficient great-great-grandfather who was found to be 
the ancestor of 480 descendants. Of these descendants in the 
opinion of Dr. H. H. Goddard, 143 were mentally deficient, the 
mentality of 200 was doubtful or unknown and only 46 were 
normal. 


Included in the members of this family were : 
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36 illegitimate children. 
23 sexual immoral persons, mostly prostitutes. 
24 confirmed alcoholics. 
3, epileptics. 
3, criminals. 
8 keepers of houses of ill-fame. 
82 who died in infancy. 

It is obvious that a retrospective search of this kind is full of 
inherent difficulties and that the deductions made from the results 
are open to many criticisms. Lord,’* for example, in a paper on 
‘“The Prophylaxis of Insanity and Mental Deficiency,’’ states 
that the importance of the Kallikak and similar pedigrees has 
been exaggerated, and he brings forward other evidence to show 
that the progeny of a mixed mating contains good as well as bad 
elements. He cites the work of Lange of Denmark who traced 
the family histories of 70 patients in his mental hospital. These 
patients belonged to 44 different families, and Lange found that 
although 400 descendants of these families showed some degree 
of mental disturbance, many others were normal and some were 
even distinguished members of society including : 

2 cabinet ministers. 

1 ambassador. 

3, bishops and 8 prominent clergymen. 

3, generals and several high military officers. 

3, admirals and several high naval officers. 

3 members of the High Court of Justice. 

2 headmasters. 

2 directors of well-known institutions. 

8 hospital physicians. 

9 university professors and at least 23 holders of academic 
doctorates. 

A large number of eminent officials, business men, members 
of parliament, physicians and teachers. 

If it be true that like breeds like in mental qualities then there 
can be little chance of escape for the progeny when both parents 
are affected; without doubt the most dangerous type of breed- 
ing is that which takes place between two congenitally defective or 
two insane people, although it is generally believed that such 
unions are rarely fertile. But it also follows from the same prin- 
ciple of heredity that some of the offspring may be normal if one 
of the parents is free from mental abnormality, for according to 
Mendelian laws, the progeny of a mixed mating of this kind will 
consist of three different mental types : 
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1. A normal group. 

2. An abnormal group. 

3. An intermediate group composed of children who appear 
to be normal themselves and yet are capable of trans- 
mitting the disease to their offspring . . . . in whom it may 
become active and dominant. 

It is therefore possible for normal children to be produced by 
a parent who is definitely and obviously mental, and conversely, 
for mentally defective children to result from the union of two 
apparently normal people. It is now generally recognized that 
modern sociological conditions may favour the development of 
lunacy, but it must not be forgotten that other factors are at work 
which have a contrary effect upon the incidence of the disease. 
Many alienists believe that mental deficiency is a recessive and 
not a dominant characteristic, and that there is a natural tendency 
for mental disease to disappear and for normality to be re- 
established through the operation of the laws of natural selection. 

There is also the so-called anticipation mechanism described 
by Mott which is based upon the probability that afflicted 
members of mentally defective families will come under observa- 
tion at an earlier period in life in generations that succeed the 
one in which the mental defect is first discovered . . . . in other 
words, the discovery of mental defect in one generation 
will lead to its anticipation in the next and so afford an 
opportunity for checking its activities. Unfortunately the useful- 
ness of this method of controlling the spread of mental disease is 
limited because the legislation dealing with lunacy does not pro- 
vide the necessary powers for the enforcement of permanent 
segregation upon many classes of defectives. 


ANSWERS TO QUESTION 3. 


1. When the parental disease has an organic basis ? 
2. When the parental disease is functional in type ? 


Affirmative Negative 
Yes. Organic type 60 = No. Organic type 4 
Functional type 63 Functional type I 


Qualified answers. 
There is always some risk of the resulting stock being un- 
stable or neuropathic 24 
Atavistic phenomena may follow 4 
Risk is increased by: 
A history of syphillis 8 
Mental disease in both parents 6 
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In organic cases (epilepsy, etc.) 
In functional cases 
A bad family history 


Risk is reduced by: 
Prudent mating ? 
Procreation before onset of mental disease in parent 4 
Total affirmative replies 12 
Total negative replies 
Total qualified or doubtful replies 62 
Question 4. 


Do You RECOMMEND THE INDUCTION OF ABORTION FOR 
PREGNANT WOMEN WITH: 


2 
J 


(a) A history of cured mental disease ? 
(b) Active mental disease ? 

The induction of abortion for the treatment of mental disease 
is evidently looked upon with little favour by the alienist and un- 
qualified disapproval was expressed in the large majority of 
answers. It is clear that the scope of therapeutic abortion for both 
quiescent and active mental disease is very limited. 

A few answers suggest that circumstances may justify the 
termination of pregnancy, but the exact nature of these circum- 
stances is not defined with precision. There is a small body of 
opinion in favour of the operation for eugenic purposes, but the 
general feeling is clearly hostile to such an experiment on the 
ground that it is both useless and impracticable. 

According to the accepted code of medical ethics, the principles 
underlying the application of this operation should be based upon 
the mother’s welfare alone, and the therapeutic value of this pro- 
cedure should be considered solely from the point of view of the 
mother’s health; abortion is generally admitted to be a justifiable 
therapeutic measure whenever the life of the mother is at stake, but 
according to this standard, mental disease will rarely form an 
indication for the termination of pregnancy, as reproductive in- 
sanity is not in itself a lethal disease; moreover the cases that end 
fatally do not begin until after delivery and are usually associated 
with and due to puerperal sepsis. 

If it could be shown that conception may lead to permanent 
insanity in certain defined cases, then the termination of preg- 
nancy would clearly be in the best interests of the patient, and 
the operation would conform to the desired standards; but the 
contrary appears to be the rule, for insanity initiated by 
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pregnancy rarely persists, but tends to recover after a com- 
paratively short period and in some cases may clear up 
spontaneously before full time is reached. Women who show 
permanent impairment of mentality following childbirth belong 
to the class of the potential psychotic for whom pregnancy is 
merely a subsidiary factor in the pathogenesis of insanity; upon 
the mentality of such a woman the operation of abortion cannot 
be curative and it may exert a deleterious effect that is more harm- 
ful than the continuation of pregnancy. 

Little evidence has been brought forward to show that the 
induction of abortion has any positive therapeutic value in arrest- 
ing the development of permanent insanity in women who are 
predisposed to that disease or may already be suffering from a 
mild, but unrecognized form of it. 

There are, however, certain circumstances in which the 
termination of pregnancy may be beneficial to the mother from 
the psychical as well as the physical point of view and special 
consideration must be given to the following clinical conditions : 

1. The onset of mania with great violence during pregnancy 
may lead to dangerous exhaustion and unless the muscular 
movements can be controlled by nursing and narcotics, abor- 
tion may be justifiable. 

2. The appearance of mental symptoms in a pregnant 
woman who has developed insanity in a former pregnancy. 

3. Mental disturbance founded on the conviction that death 
will ensue during labour, especially if associated with attempts 
at suicide or homicide. 

4. Pregnancy combined with physical and psychical com- 
plications, especially in patients with a marked family pre- 
disposition towards insanity. 

Nevertheless these conditions are not absolute, for the interrup- 
tion of pregnancy is an alternative and not necessarily the best 
method of treatment in each case. 

This reservation applies especially to patients who threaten to 
commit suicide, for this argument in favour of abortion might be 
urged by any woman who is confronted with an unwanted 
pregnancy and it is therefore open to grave abuse; such threats, 
may, however, be associated with true insanity and here there 
is unquestionably a real danger of the threat being carried out 
unless steps are taken to eliminate the risk by strict supervision 
of the patient or the termination of pregnancy. The physician in 
charge must be prepared to deal firmly with the patient’s relatives 
who may attempt to force his hand; it is natural for the husband 
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to seek an easy way out by operation in preference to certification 
and compulsory detention, but it must be pointed out that opera- 
tion is not free from risk and that even successful intervention 
will not necessarily cure the mental symptoms or keep the patient 
out of an asylum; indeed the shock of surgical intervention may 
aggravate the mental condition and even precipitate admission 
to an institution. 

Similarly, the patient’s personal fear of recurrence may some- 
times justify the termination of pregnancy. But-it is not a 
sufficient reason for surgical interference in all patients who give 
a history of previous insanity because recurrence is not inevitable 
and much may be done to eliminate the risk by careful ante- 
natal work. 

It is clearly not possible to lay down any hard and fast rules 
concerning the use of therapeutic abortion on the grounds of 
threatened or actual insanity of the expectant mother, but each 
case must be judged on its own merits after due consideration has 
been given to the physical condition of the patient, her environ- 
ment, the family record and the personal history, if any, of 
previous attacks of reproductive insanity. 


ANSWERS TO QUESTION 4. 
History of cured mental disease. 


Affirmative Negative 
Yes. 9 64 
Yes. Qualified by: . Qualified by: 
Special circumstances For special cases only 6 
For recurrent cases 
On eugenic grounds 
Sometimes 


Active mental disease. 


Yes. 


40 
Yes. 


. Emphatic may make 


Qualified by: On 


eugenic grounds 
With bad heredity 
For recurrent diseases 
For special cases only 


Total negative replies 
Total affirmative replies 
Unanswered 


56 


patient worse 16 
. Qualified by : Unless 

life is in danger 6 

For special casesonly 7 


139 
42 
9 
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Question 5. 


Do You CONSIDER THAT THE INDUCTION OF ABORTION IS 
JUSTIFIABLE ON EUGENIC GROUNDS. E.G. FEARED MENTAL DEFI- 
CIENCY OR INHERITED DISEASE OF THE OFFSPRING ? 


This question is supplementary to the previous one which is 
concerned primarily with the mental and physical health of the 
mother and only secondarily with the fate of the foetus; the 
present section is devoted to a consideration of the possible racial 
value of abortion as a means of restricting the supply of mentally 
defective children. 

At present, abortion has no legal sanction in this country, but 
there is an increasing body of opinion which believes and teaches 
that the Law should be altered in this respect. It may be said at 
once that the answers received to this questionnaire are strongly 
against the employment of therapeutic abortion for this purpose, 
for not only are the negative answers in a large majority, but 
even the affirmative replies attach a doubtful and admittedly 
hypothetical value to the operation. There is of course universal 
agreement as to the desirability of reducing the number of 
defectives and potential lunatics, and the arguments deduced 
against the employment of abortion and sterilization for eugenic 
purposes are not based upon ethical considerations since the con- 
tributors to this paper, with one or two exceptions, consider 
abortion to be a justifiable procedure so long as the indications are 
founded upon recognized medical principles and the interests of 
the patient are properly conserved. The operation is condemned 
because in the opinion of these contributors there is no evidence to 
show that racial abortion would exert an appreciable effect upon 
the incidence of insanity or the mentality of the race; this is a 
striking commentary on the claims of the eugenist, and the more 
noteworthy since it emanates from specialists who are devoted to 
the exclusive study of the problem of insanity and are more 
familiar than any other members of the profession with the dis- 
tressing results of familial disease. Moreover, the eugenic 
enthusiast is apt to forget that the operation involves a definite 
risk to the mother and that in certain cases the mental condition 
may be aggravated by the termination of pregnancy. A further 
objection arises from the danger of possible abuse and the 
certainty of an increased number of abortions carried out in good 
faith, but for inadequate reasons, and there can be little doubt 
that the adoption of this operation would have an unfavourable 
effect upon the general maternal mortality. There are, ad- 
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mittedly, a few exceptional circumstances in which the eugenic 
result of conception is almost certain to be disastrous, such as the 
presence of gross mental defect in both parents; fortunately 
fertile unions of this kind are uncommon and although they are 
deplorable and ought to be prevented, their racial importance has 
probably been exaggerated. 

It is suggested by many of the contributors to this paper that 
the legalisation of abortion to meet exceptional cases of this kind, 
however deserving they may appear to be, would create a doubt- 
ful and perhaps dangerous precedent. From many points of view 
a strong case can be made out for interrupting a pregnancy 
following rape specially if one parent is mentally deficient; this 
calamity claims universal sympathy, but the health of the child 
does not depend upon its conceptional environment and so long 
as one of the parents is healthy, the mental inheritance of the 
offspring may be normal and hence there is no eugenic justifica- 
tion for interference with pregnancy even in these distressing 
circumstancs. 

The alienist admits that abortion carried out on so-called 
eugenic grounds would suppress many defective and undesirable 
citizens, but he asserts that it would also eliminate a number of 
potentially useful members of society and that it is impossible to 
assess the racial profit and loss which would accrue from such 
a transaction. 

It is also open to question whether simple mental defectives 
with their limited powers of reproduction can exert such a baleful 
effect upon the race as many people seem to think. 

There are many other classes of the community, such as 
criminals, alcoholics, syphilitics and even orthopaedic cripples, 
who contribute little or nothing to the welfare of the State and 
whose numbers might be reduced by eugenic measures; if the 
principles underlying eugenic abortion were once conceded, it is 
difficult to see where the indications for the operation would begin 
or end. 

ANSWERS TO QUESTION 5. 


Affirmative Negative 
Yes. No. 44 
Yes. Qualified by: No. Qualified by: 
For syphilitic cases Unjustifiable at present 11 
only Except for gross cases 6 
Desirable but im- 
practicable 
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Affirmative Negative 
Under special circum- Unless strong family 
stances - history 
Sometimes 2 
Following rape I 
For mental defectives I 


Total negative replies 64 
Unanswered 10 
Total affirmative replies 21 


Question 5. 
Do You ADVOCATE THE STERILIZATION OF MENTAL PATIENTS ? 


When the indications for the induction of abortion are 
dependent upon a chronic and incurable condition of the mother 
they will persist after the interruption of pregnancy, and unless 
conception can be avoided by contraceptive measures, steriliza- 
tion beomes a logical necessity. 

Sterilization of the unfit is less objectionable in theory than 
abortion, in so far as it involves less risk for the mother and there 
is no direct destruction of foetal life, but in practice much the same 
objections hold good in both cases. There are two main sources 
of difficulty, the one ethical and the other medical. 


ETHICAL OBJECTIONS TO ABORTION AND STERILIZATION. 

There’ is, and always must be, an ethical standard behind 
medical conduct which is none the less important because it lacks 
definition and is generally taken for granted. The ethical prin- 
ciples by which the validity of treatment is determined are rarely 
a subject for discussion, but they are universally recognized and 
undoubtedly exercise great influence upon the practice of 
medicine; there can be no doubt that in gynaecology more than 
in any other branch of medicine, ethical problems are constantly 
confronting the surgeon. 


Therapeutic sterilization. 

1. In ordinary gynaecological practice, operations involving 
unavoidable but irremediable sterilization of the patient are not 
uncommon; conservative measures such as myomectomy and 
resection of ovary are adopted whenever possible in order that 
sterilization may be averted, but the gynaecologist is not de- 
terred from excising diseased Fallopian tubes and ovaries because 
the loss of these organs precludes the possibility of future 
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child-bearing. Ablative operations of this type present no ethical 
problem because the loss of function is at most an accidental 
result of the removal of damaged tissues, and in many cases the 
reproductive function has already been destroyed by the disease 
for which the operation is undertaken. 

2. Partial excision of healthy Fallopian tubes during Caesar- 
ean section is frequently resorted to when the presence of multiple 
scars in the uterine wall or other lesions makes future pregnancy 
unduly hazardous; this is certainly a deliberate form of steriliza- 
tion, but merely a subsidiary or terminal part of the main 
operation. 

3. More rarely, radiological or surgical sterilization is carried 
out as an independent operation upon patients suttering from 
organic disease or other conditions that make conception a serious 
risk to the life of the mother. Some authorities go further and 
consider that the preservation of health, physical or mental, pro- 
vides sufficient excuse for the surgical prevention of pregnancy 
and on these grounds they justify the sterilization of persons who 
have suffered from reproductive insanity. 


Therapeutic abortion. 


The ethical position of therapeutic abortion differs from that 
of therapeutic sterilization as it is complicated by the unavoidable 
sacrifice of the ovum or foetus; this deplorable necessity should be 
looked upon as a form of homicide that is justifiable only because 
the destruction of the foetus is a lesser evil than the death or grave 
danger of the mother. The gynaecologist who looks upon abor- 
tion as a modified form of homicide will not abuse this method of 
treatment, but the ethics underlying induced abortion are much 
obscured by the loose way in which some operators apply the 
term therapeutic to the indications for interference. Experts 
differ greatly in regard to this difficult question, for whereas 
some authorities consider that nothing short of danger to 
life itself can warrant the termination of pregnancy, others regard 
comparatively trivial discomfort as a sufficient justification for 
operation. 

It is impossible to specify here the various medical indications 
that may justify surgical abortion and sterilization, but it must 
be laid down as a hitherto accepted principle of medical ethics 
that an operation can be truly therapeutic only if it fulfils the one 
ethical obligation demanded of all forms of medical treatment, 
namely that it is carried out in the interests of the patient alone. 
Induced abortion properly safeguarded does fulfil this obligation 
and it is recognized to be a legitimate therapeutic measure by the 
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medical profession; but the English law does not officially permit 
any form of deliberate interruption of pregnancy and it is not 
difficult to understand why the law should be jealous of the 
effects of operations that deprive the State of potential man- 
power. From the legal point of view, therapeutic abortion is an 
objectionable procedure, because any benefit that is conferred 
upon the individual is obtained at the expense of the State. In 
actual practice, however, the law does condone operations of this 
type that are carried out in good faith to save the life of the 
mother; indeed the late Mr. Justice Salter held that since the 
Statute dealing with criminal abortion expressly mentions the un- 
lawful use of instruments for the purpose of procuring abortion, 
it thereby does imply the existence of a lawful use. 


Eugenic operations. 

The ethical principles underlying eugenic abortion and 
sterilization are radically different from those governing thera- 
peutic operations, because eugenic treatment is directed 
primarily towards the welfare of the comunity and the eugenist 
believes the rights of the individual to be secondary to those of 
the State; the exponents of eugenic principles justify the employ- 
ment of their methods by the plea of racial necessity, but they 
have yet to define the medical and sociological aspects of this 
necessity and to furnish scientific evidence to show that these 
problems are amenable to eugenic treatment. 

The acceptance of the eugenic theory that private interests 
must be sacrificed to those of the State would mean the negation 
of the recognized standards of medical ethics, and it seems clear 
that the general adoption of this principle would soon undermine, 
and eventually destroy, that traditional confidence which the 
public has always reposed in the belief that the advice of a doctor 
is given solely in the interests of the patient. 


MEDICAL OBJECTIONS TO ABORTION AND STERILIZATION. 


Apart from any ethical objections, there are many medico- 
legal difficulties in the way of the practical application of eugenic 
theories and principles. The physical and mental standards by 
which the individual fitness or unfitness for reproduction should 
be judged are at present founded chiefly upon personal opinion 
and predilection and have yet to be placed upon a rational and 
scientific basis. It is assumed that all lunatics are unfit for re- 
production, but the chief stress is laid upon the least fertile and 
most amenable type of lunatic, the mental defective. What for 
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example is the correct eugenic attitude towards the various forms 
of acquired lunacy and towards chronic alcoholism, epilepsy, 
sexual perversion and criminality. Are all these conditions to 
be included among the stigmata of unfitness? And further, 
if the presence of mental disease forms an adequate reason for 
compulsory sterilization, why should physical diseases be ex- 
cluded ? 

Such familial diseases as tuberculosis and syphilis are to a 
great extent transmissable and undoubtedly exert a harmful 
effect upon the community as well as upon the individual. The 
progeny are born with the disease itself, or with a congenital de- 
fect of resistance, but in either case the eugenic result is a damaged 
stock which in accordance with eugenic theory could be avoided 
by State intervention and sterilization. The adoption of steriliza- 
tion by the State would undoubtedly reduce the incidence of cer- 
tain diseases, but it may well be asked what authority is competent 
to draw up a list of diseases that would justify the use of this 
potent and double-edged weapon ? for clearly the indiscriminate 
application of such a drastic method would be dangerous and 
perhaps disastrous. 

It has also been suggested that sterilization would be a suit- 
able remedy for some forms of crime, such as cases of gross in- 
decency, and that it would protect the community and at the 
same time inflict upon the offender an appropriate form of 
therapeutic justice. But sterilization does not prevent coitus, and 
the increased freedom that would follow an operation of this kind 
would inevitably afford greater opportunities for sexual 
irregularity and probably lead to an increased amount of 
immorality and venereal disease. 

Further, sterilization does not change the habits of the sexual 
lunatic and it is doubtful whether even desexualization itself 
would prevent the commission of certain acts of a criminal nature 
that are in reality due to mental disease. It is, however, with 
mental disease only that this paper is concerned and there is a 
good primae facie case for the sterilization of some classes of 
lunatics, and especially of mental defectives. The eugenist claims 
that in addition to the advantage that would accrue from the 
suppression of undesirable breeding strains, eugenic operations 
would confer benefit upon the sterilized person. It is urged that 
harmless mental defectives after sterilization may be granted the 
freedom of home life instead of the restrictions of an institution 
and can, if they wish, marry without fear of producing unwanted 
children. But these claims are open to the following criticisms : 
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1. The wholesale suppression of children derived from mentally 
affected persons would result in the loss of many perfectly normal 
individuals and would reduce the number of gifted people whose 
mentality is unstable but highly intelligent. 

2. Free exercise of the reproductive function by sterilized 
defectives would probably lead to an increase of vice and venereal 
disease. 

3. Many defectives are more happy, healthy and useful in 
special Institutions than at home. 

4. The legalization of abortion on the grounds of mental in- 
stability would undoubtedly increase the number of induced 
abortions and lead to the exploitation of thiS operation by the 
practitioner of liberal views. 

5. It has been shown that whereas feeble-minded persons form 
only about 0.3 per cent of the population, the number of normal 
carriers of feeble-mindedness amounts to no less than 7.5 per cent 
and, therefore, the power to procreate a mentally defective infant 
is latent in a large percentage of the population. It has been cal- 
culated that by segregation or sterilization of those actually 
affected, it would take about 700 years to reduce the three per 
1,000 to one per 1,000 and no less than 8,000 years to reduce this 
figure to one per 100,000 of the population (Feldman).'' These 
figures suggest that the eradication of mental disease is not likely 
to be accomplished by eugenic methods. 

6. Finally, there remains the immense difficulty of deciding 
that anyone is fit for reproduction from the mental point of 
view, for when due allowance has been made for the trans- 
mission of familial characteristics along Mendelian lines, it is im- 
possible to say that any one is devoid of the capacity to transmit 


to his children the latent unsuspected mental defect of some 
remote ancestor. 


ANSWERS. 
Affirmative Negative 
Yes unqualified 6 No unqualified 
emphatic 2 emphatic 
Yes qualified by: No qualified by : 


For certain cases only 
All mental defectives 
For recurrent § or 
cured cases 

Epilepsy and amentia 


Desirable, but imprac- 
ticable 

Segregation is prefer- 
able 

Laws of heredity are 
unknown 
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Affirmative Negative 
Would increase 
veneral disease 
Might cut off the 
supply of genii 
American experience 
has failed 
Undesirable except: 
For rare cases 
For mental defectives 


Total negative replies 
Total affirmative replies 
Unanswered 


SUMMARY. 
. General conclusion. 
. Selective mating. 
. Restricted mating. 
. Prudential mating. 
. Care of the mental patient during pregnancy. 
. Induced abortion for mental disease. 
Sterilization of the unfit. 


Om fh WN 4 


NI 


1. General conclusion. 


The most important general conclusion arising from this 


enquiry is that the effect of reproduction upon insanity is for the 
most part unknown. 


2. Selective mating. 


The adoption of selective mating would deprive man of his 
most important physical function, and it is repugnant to think that 
the development of the human race could ever be regulated by 
methods of sexual control at all similar to those at present in use 
among the lower animals. 


3. Restricted mating. 

The present legislation dealing with mental defectives ought to 
be modified by the inclusion of powers providing for the per- 
manent segregation of children suffering from various grades of 
amentia. There can be no doubt of the eugenic risk involved in 
the reproduction of such persons and their sexual activities ought 
to be curtailed in their own interest as well as in that of the State. 
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For the purpose of achieving this end, segregation is better than 
sterilization to which there are not only ethical objections, but 
many practical disadvantages; sterilization alone does not prevent 
coitus, and it may encourage vice by removing the fear of concep- 
tion; whereas segregation without sterilization is free from ethical 
problems and is at once a safe method of preventing procreation 
and a check upon vice and venereal disease. 


4. Prudential mating. 

Further research is required into the laws of heredity and the 
practical methods of preventing the transmission of undesirable 
family characteristics. The marriage of two people who possess 
similar physical or mental weaknesses is particularly undesirable 
and ought to be discouraged because the chances of transmitting 
the family defect to the offspring are present in both parents. 

Conversely the mating of two persons with dissimilar defects 
reduces the risk of transmission of any of the parental weaknesses. 
It is clear that a family history of mental disease does 
not in itself constitute a bar to marriage and procreation, but it 
should make the choice of a partner a matter for serious con- 
sideration in order that the family taint may be neutralized in the 
offspring by the inclusion of opposite qualities derived from the 
other parent. 


5. Care of the mental patient during pregnancy. 

Special care must be given during pregnancy and labour to any 
patient who is suffering from latent or active mental disease. 

During pregnancy every effort must be made to reduce the 
physical and mental stress to a minimum, to prevent toxaemia and 
to set in order the mechanical relation of the foetus and 
mother. During labour the objects of the obstetrician should be to 
ensure a smooth delivery, to prevent pain and to eliminate the risk 
of sepsis. Caesarean section with or without excision of the Fallo- 
pian tubes may be an ideal method of delivery for patients who 
are suffering from recurrent reproductive insanity, and indeed 
for all cases in which there is reason to anticipate mechanical 
difficulty or unduly prolonged and painful labour. 


6. Induced abortion for mental disease. 

The termination of pregnancy plays no part in the routine 
treatment of patients who are pregnant and insane, but thera- 
peutic abortion should be restricted to those rare cases in which 
the life or mentality of the mother is at stake. 

The argument that induced abortion is justified because it will 
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suppress an undesirable foetus is regarded as unethical and un- 
sound by the great majority of mental experts. 


7. Sterilization of the unfit. 

Ethical objections are inseparable from a method of treatment 
that sacrifices the interests of the patient to those of the State and 
many unsolved difficulties surround the medical interpretation of 
the term unfit. The majority of alienists believe that as a means of 
preventing lunacy, segregation is preferable to sterilization and 
that until the present law has been modified and segregation has 
been given a fair trial, there can be no justification for resorting 
to unorthodox methods of doubtful expediency. 


The final conclusion on this very important subject is that 
when all ethical and sentimental objections have been set aside, 
there is no scientific evidence to show that the introduction of 
legalized aborticn and sterilization would produce any results 
commensurate with the practical difficulties, disadvantages and 
actual dangers that are inseparable from the practice of operations 
for the prevention of conception or the interruption of pregnancy. 
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SIMULTANEOUS intra-uterine and extra-uterine pregnancy is not 
altogether a rarity, as is proved by the collection of 213 cases from 
the literature. Yet, as many a gynaecological surgeon, with 
years of experience, may never meet with a case, the following 


record of two cases may be of interest : 


CASE I. 

Mrs. A. E., aged 34. Married four and a half years. One normal labour 
in 1925, One miscarriage in 1927. 
Previous history. 


1917 appendicectomy,191g9 ‘‘mass’’ removed from breast, 1927 cholecys- 
tectomy for acute cholecystitis. 


Present condition. 

The last menstrual period was at the end of October, 1928. Early in 
December, 1928, there was a profuse vaginal haemorrhage lasting one week. 
Slight loss for two hours on January 5th, 1929. 

Admitted to hospital January 14th, 1929. For the last eight weeks the 
patient had suffered from nausea and complained of pain in the left iliac fossa 
radiating to the right. Pain on defaecation for the last six weeks. At the 
end of December she had had an acute attack of abdominal pain accompanied 
by violent vomiting. 


*A paper read before the Obstetrical Section of the Royal Society of 
Medicine, April, 1932. Before publishing two cases have been added :—(1) that 
reported by Mr. Clifford White in the discussion and (2) another case from the 
literature, 
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Examination. 

The breasts did not appear hyperaemic. There was a mobile swelling in 
the hypogastrium extending three finger breadths above the symphysis pubis. 
On vaginal examination the cervix was found to be soft and mobile, the 
body of the uterus was large and its consistence suggested pregnancy. 
On the left side there was a tender swelling attached to the uterus. 


Operation, January 15, 1929. 

Abdominal section (A.A.G.)._ The abdominal wall was not notably hyper- 
aemic, but on reaching the peritoneum dark blood was visible through it. 
As soon as the peritoneum was incised a foetus of 12 to 14 weeks’ develop- 
ment presented. The right appendage was lightly adherent, easily freed and 
of normal appearance. The left appendage was enlarged and lay between 
the sigmoid and the lateral pelvic wall. It required slight finger dissection 
and its outer third was found distended with blood clot. There was a little 
old dark blood clot in the pouch of Douglas. Owing to the amount of handling 
of the pelvic organs, particularly in the region of the base of the left broad 
ligament it was considered advisable to empty the uterus. It was accordingly 
incised and a pregnancy of about 12 weeks turned out. During this process 
it was noted that there was some old blood clot in the uterine cavity. The 
left ovary was normal in size and appearance so the left Fallopian tube alone 
was removed. A cystic portion of the right ovary was incised but this did 
not contain a corpus luteum. 

The patient made an uninterrupted recovery and left hospital on February 
2nd, 1929. 

Sections of the ampullary portion of the left Fallopian tube showed the 
presence of chorionic villi. 


CASE 2. 


Mrs. W., aged 35. Two children, first labour five years ago, instrumental 
delivery; the second, a natural delivery, nine months ago. She nursed the 
latter baby for six months. Menstruation returned two months after delivery 
and was regular. 


Present condition. 

The last menstruation was on February 21, 1929. On April 9, 1929, she 
had an acute attack of pain in the left side and similar attacks occurred at 
intervals up to the time of operation. The last severe attack was on May 6, 
1929, when she nearly fainted. Slight haemorrhage occurred on April 13, 
1929, and a further severe haemorrhage on March 16, 1929. This bleeding 
continued until operation. There was no rectal pain but marked urinary 
difficulty; attempts at micturition produced cramp-like pains. 

Examination. 

No obvious anaemia. Temperature normal. Pulse-rate 104. There was 
tenderness, rigidity and a swelling above the symphysis pubis on the left 
side. On vaginal examination the vagina and cervix were found to be 
softened. There was a somewhat tender swelling in the left fornix extending 
towards the pouch of Douglas. 
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Operation May 7, 1929. 

(H.L.M.). On opening the abdomen a moderate amount of blood, mainly 
clotted, was found in the left half of the pelvis. The left Fallopian tube, 
which was the size of a sausage and contained an ampullary mole, was 
removed. Microscopical examination confirmed the diagnosis. The right 
appendage was normal. The uterus was the size of a twelve weeks’ preg- 
nancy and rather blue. The patient bled for three days after the operation 
but had no suggestion of labour pains. She was given morphia repeatedly 
during the first five days. 


September 11, 1929. The patient was seen again and stated that she 
had not had further bleeding. The size of the uterus corresponded with 
the period of amenorrhoea and the child lay in the left occipito anterior 
position. She was delivered naturally of an eight-pound child on November 
18th, 1929. 


The great majority of articles record individual cases, but a 
few reviews of literature are available up to different dates. These 
articles, we find, are devoted, in the main, to academic aspects of 
the cases, such as the relative ages of the pregnancies and dis- 
cussions of the different ways of classifying them. 

It is proposed here to deal entirely with the clinical side of the 
problems raised. Novak, in 1926, reviewed recent cases and 
stated that, with those already published, the total on record was 
then 276. The present paper, however, while taking note of 
papers published up to the end of 1931, in fact only deals with 217 
cases—213 from the literature, one read at the North of England 
Obstetrical and Gynaecological Society, April, 1932, one reported 
to the Royal Society of Medicine, April, 1932, and our own two 
cases. Examination of the literature has made it very obvious 
that numerous cases have been included in reviews which were 
not really eligible, as for instance, twin pregnancy in a Fallopian 
tube or simultaneous pregnancy in two horns of a bicornute 
uterus, both embryos being later expelled per vias naturales. We 
have, therefore, limited our survey and statement of literature to 
cases in which we have personally studied the original article or an 
abstract of it. A group of 22 cases, mentioned in a later para- 
graph, is also excluded from the total as it deals with intra-uterine 
and extra-uterine pregnancies which were not truly simultaneous. 

That simultaneous intra-uterine and extra-uterine pregnancy is 
a serious complication of pregnancy is shown by the mortality of 
20.7 per cent. for the whole series, or 14.4 per cent if cases are ex- 
cluded in which the condition was discovered only at post- 
mortem examination and which, therefore, did not receive any 
treatment. 
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The following tables show the ages of the patients and the num- 
ber of previous pregnancies, when these details are stated : — 


Ages. Under 20 EERE eae Nil. 
BOWS) 9) Geo eee  s 25 
215 {0 tal RC 48 
BOeg50) Saas. etee Sees 60 


BSAOP ace cose lise: 38 
Over 40 ta dete bees 7 


Thus, the maximum incidence is the active period of child- 


bearing, 25-35, with a slight tendency for this to fall in the later 
half of the period. 


Number of children. 
i 
8 
9 
10 


It 


13 
18 


ee ee eee 


This suggests that previous pregnancies and labours predispose 
to the condition and may, therefore, imply that post-natal compli- 
cations are factors in its production. 

The cases may be classified for clinical study as follows : — 

1. Cases in which the condition is discovered only at post- 
mortem examination. 

2. Cases discovered after labour. 

3. Cases discovered in the second half of pregnancy or in 
labour. 

4. Cases discovered in the first half of pregnancy, 

(a) after abortion of the uterine ovum, 
(b) before abortion of the uterine ovum. 


I. Cases in which the condition is discovered only at post- 

mortem examination. 

There are 16 cases in this group. It includes the earliest case, 
recorded by Duverney in 1708. The period of pregnancy varied 
from 11 weeks to term. In nine cases the cause of death was in- 
ternal haemorrhage. Symptoms were present from a few hours in 
four cases to the whole duration of pregnancy in one case. All 
except one of these were recorded prior to 1897; abdominal opera- 
tion, therefore, was not likely to be considered. 


2. Cases discovered after labour. 
There are 41 cases in this group with six deaths—14.6 per cent. 
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In exactly half the cases in which notes are given of the patients’ 
symptoms during pregnancy there were none, or only an unusual 
increase in the size of the abdomen. 

In six cases the intra-uterine pregnancy was terminated by 
abortion. There is no note on this point in one case; in two, the for- 
ceps was used at term (once possibly on account of eclampsia 
rather than for any mechanical difficulty) and all the remaining 
patients had natural deliveries although one was sent to hospital 
as a case of labour obstructed by a tumour. 

After delivery in half the patients a symptomless mass in the 
abdomen was noted, sometimes with palpable foetal movements 
and sometimes without. The other half had varying symptoms 
usually suggestive of infection or intestinal irritation. In 12 cases 
the symptoms were so insignificant that treatment was not 
attempted for the retained mass. Eight of the patients passed the 
foetus piecemeal through fistulae and of these one died. A live 
child was removed from the abdomen on five occasions at inter- 
vals from one to 23 days after the labour. The treatment was 
laparotomy for 16 patients, two of whom died. The interval be- 
tween delivery and abdominal operation varied from one day to 
24 years. One patient died of shock after an operation in 1880 in 
which there was very extensive manipulation before and during 
the operation. The other patient died of a coronary thrombosis 17 
days after operation. None of the other four patients who died 
had any operative treatment. Intra-peritoneal haemorrhage was 
the cause of death of one patient and in the other three it was 
probably peritonitis. 

The foregoing may be summarized as follows: Half these 
patients have no symptoms before or after delivery. The ectopic 
foetus gives little or no trouble during delivery and may be re- 
moved with comparative safety after delivery. In some cases it 
is possible to save the life of the ectopic foetus. 


3. Cases discovered in the second half of pregnancy or in labour. 

There are 20 patients in this group, of whom seven died—35 per 
cent. This, then, is the most dangerous period. Included in this 
section are all cases in which symptoms appeared from the fifth 
month of pregnancy onwards. 

5th month, 7 cases with no maternal deaths. 

6th month, 3cases with 2 maternal deaths. 

7th month, 2cases with I maternal death. 

8th month, Icase with no maternal death. 

Term. 6 cases with 4 maternal deaths. 
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In the remaining case the result to the mother is not stated. 
It would seem, therefore, that the nearer to term the symptoms 
appear the more serious is the prognosis. 

In all the fatal cases, except one, abdominal section was per- 
formed; the causes of death in these cases were haemorrhage (3), 
septicaemia (1), pulmonary oedema (1), and a doubtful pulmon- 
ary embolism (1). Abdominal section was successfully performed 
on seven occasions, the extra-uterine pregnancy was removed per 
vaginam once, and two patients passed parts of the foetus by the 
rectum before delivery of the uterine pregnancy. 


4. Cases discovered in the first half of pregnancy. 

(a) After abortion of the uterine ovum. There are 47 cases in 
this group with seven deaths—15 per cent. Shock and hae- 
morrhage were responsible for five deaths and sepsis for one. The 
cause in the other case is doubtful. A careful search of the details 
available fails to show any distinctive differences between the 
fatal and non-fatal cases as regards symptoms, period of preg- 
nancy reached, or time elapsing between the abortion and the 
abdominal operation. Abdominal section was performed on 39 
patients with five deaths—13 per cent. Colpotomy was under- 
taken five times and two patients died before any operation was 
attempted. It is interesting to note that a patient who induced 
abortion on herself four weeks before operation and who, during 
the whole of that period suffered from pain, did not show any 
evidence of infection at the time of operation and made a perfect 
recovery. 

(b) Before abortion of the uterine ovum. This is the largest 
group and contains 93 cases with nine deaths—g.7 per cent. Four 
of the patients died shortly after removal of the gravid Fallopian 
tube and a foetus was found in the uterus at post-mortem exam- 
ination; one patient died from pulmonary embolism and two 
from sepsis. In two cases the cause was doubtful. 

The condition was treated by subtotal hysterectomy in six 
cases, and, of these, one patient died. The intra-uterine preg- 
nancy was terminated at the time of operation in three cases. One 
patient aborted after passing foetal parts by the rectum; another 
patient, who was under observation with a uterine swelling and a 
unilateral appendage swelling, also aborted and left hospital with 
the tubal swelling still present. This was never proved to be an 
ectopic pregnancy. There were 36 patients who aborted after the 
abdominal removal of the products of the extra-uterine gestation, 
32 who carried the intra-uterine pregnancy to term and eight 
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who were progressing normally at the time of report. Of the 32 
deliveries at term, two were twins, one was a hydrocephalus and 
one patient had placenta praevia. 

The available details have been collected in an attempt to eluci- 
date the factors which determine whether the uterine pregnancy 
continues or is cast off. The following table shows some of these. 

These factors, then, cannot have any bearing, for the figures 
in the first and third columns are nearly the same. The time of 
vaginal bleeding appears suggestive but there are several patients 
who aborted without any pre-operative vaginal bleeding and one 
patient who went to term bled for seven and a half weeks before 
operation. 


Average duration of Average time of Average time of 
pregnancy at onset pre-operative duration of symptoms 
of symptoms. vaginal bleeding. before operation. 





Patients who 7.4 weeks 3 weeks 4.3 weeks 
aborted. 

Patients whose 

pregnancy 6.3 weeks 1.6 weeks 4.8 weeks 
continued to term 


Details of the removal of the corpus luteum are very scanty. 


It was certainly removed in three patients who went to term and 
in three who miscarried. A uterine sound was passed in two 
patients who were later delivered of healthy children and in three 
who miscarried. 

It has not been found possible to classify the amount of blood 
found in the peritoneal cavity at the abdominal operation, but in 
attempting to assess this factor the impression is created that when 
there is free intra-peritoneal haemorrhage the patient is likely te 
miscarry. 

The conclusion is, therefore, that there are no definite criteria 
on which to base a prognosis of the fate of the intra-uterine ovum. 
Probably the ease with which the tubal gestation is removable by 
operation is as likely to be of good prognostic value as any other 
feature. 

There remains a group of 22 cases, referred to above, in which 
uterine pregnancy occurred in the presence of a retained ectopic 
pregnancy. These cases are sometimes included in articles on this 
subject but we feel that they should be placed in a separate cate- 
gory. Those dealt with in this paper are all instances of simul- 
ianecus, active, intra-uterine and extra-uterine pregnancy. This 
group is allied to that of pregnancy in the presence of an intra- 
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abdominal tumour. There were three deaths among these patients 
one by suicide on account of the pain, 13.6 per cent. 

The abdominal foetus had been present from a few months up 
to 18 years. In one case only did it cause obstruction to labour. 
In 13 of the patients normal delivery occurred. One patient had 
three normal labours and three had four each while the abdominal 
foetus was still present. 

The two patients, who died as a direct result of the condition, 
both had labour induced, one on account of severe vomiting and 
the other for pain. In each case the post-mortem examination 
suggested that the cause of death was peritonitis. 

Four of the patients subsequently discharged foetal parts, 
either through the rectum or the bladder and one through an in- 
cision in the abdominal wall. Six had the ectopic child removed 
by abdominal operation and one by the vaginal route, without a 
death. 

A retained foetus, therefore, is not prone to give rise to symp- 
toms and even the subsequent occurrence of an intra-uterine preg- 
nancy with the consequent disturbance of the abdominal contents 
is little likely to provoke them; nor is the retained foetus likely to 
cause difficulty in labour. 
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SECTION 4. 


I. INTRODUCTION. 
THE observations described in this paper were planned in the 
hope of answering three questions. Firstly, to what extent does 
an intra-uterine ring, or other device, protect the bearer from 
pregnancy? Secondly, do such foreign bodies in the uterus pro- 
duce lesions? Thirdly, how do they act in inhibiting pregnancy ? 


The idea of preventing pregnancy by means of an intra- 
uterine foreign body is due to von Gradfenberg, who first em- 
ployed a star-shaped device of silver wire and silk. This he 
abandoned later for a ring of fine spirally-wound silver wire. It 
should be stressed that such a ring, when in position, is truly 
intra-uterine, since it lies in the fundus and not in the cervical 
canal. The ascent of infective micro-organisms is thereby 
avoided. 

The advantages claimed for the method, in addition to the 
prime requirements of contraceptive efficacy and harmlessness, 
are that the ring can be inserted only by a competent medical 
man, while its removal is likewise in the latter’s hands. Once the 
ring is removed the subject is said to be able to conceive normally, 
while the presence of the device can easily be ascertained either 
with the probe or by X-rays. Details as to the introduction and re- 
moval of these rings can be found in the articles by the originator 
of the method*:'® and by Leunbach.’ 

There are several theories regarding the mode of action of a 
silver ring. Thus, Norman Haire** quotes Retschmensky as 
having found that the hydrogen ion concentration of the uterus 
was raised; and it is this increased alkalinity which, in the 
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Russian author’s opinion, prevents fertilization. The oligo- 
dynamic action of silver has also been invoked, while von 
Grafenberg regards the thickening of the endometrium and its 
congestion as a “‘hyperdeciduum,’’ The subject remains sterile 
not because fertilization is prevented, but because implantation 
of the ovum cannot occur in the abnormally thickened and con- 
gested mucosa. In brief, the ring induces a condition analogous 
to the premenstrual or ‘‘safe’’ period, although the endometrium 
still undergoes a monthly renewal. 

There does not appear to have been much work done on the 
effects of foreign bodies on the endometrium. Krainz* introduced 
porcelain balls coated with paraffin into the uteri of dogs with- 
out producing histological alteration of the mucosa. The normal 
heat period was not affected. There was a tendency for the uterus 
to eject the foreign bodies. 

Loeb* found that injury to the uterine mucosa of guinea-pigs 
resulted in the formation of typical decidual tissue. A deep cut 
was particularly effective in forming these tumour-like nodules, 
which were localized at the site of section. Their formation could 
be inhibited, however, by a previous bilateral ovariotomy. 


2. METHODS. 


The material for these experiments consisted of rabbits. These 
animals were used as the absence of oestrus combined with the 
high fertility and breeding rates renders them particularly suit- 
able for such studies. 

The introduction per os of a ring (as in the human female) is 
not possible in the animal referred to, owing to the length of its 
vagina. Laparotomy is hence the only feasible means, and this 
was performed as follows, under open, ether preceded by in- 
jection of atropine. 

The abdomen is opened by a median sub-umbilical incision, 
the skin edges of which are attached by small Michel clips to 
sterile gauze sponges wrung out of 1/5000 mercuric chloride. A 
sterile field is thus so far as_ possible secured. Both 
uterine horns are exteriorized and laid upon gauze sponges 
wrung out of hot. saline. A small longtitudinal slit is 
made in the upper third of one horn; the ring or other object is 
gently pushed through towards the cervix; the upper end of the 
ring is provided with a loop of fine black silk to each end of which 
a needle is threaded. The ring is then anchored by a loose stay 
suture at least one cm. above the incision through which it was 
introduced. This is necessary for two reasons: in the first place, 
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a ring or spiral free in the uterine cavity of a rabbit is nearly 
always expelled by peristalsis. Secondly, the upper end of a con- 
traceptive device, unless placed above the site of insertion, is 
liable to pierce it. The slit is then repaired by one or two fine 
sero-muscular stitches. 

There being a possibility that the sutures at the site of insertion 
might occlude the uterine cavity and thus render the horn sterile, 
a control operation was always performed on the other horn. A 
similar short incision was made, a probe passed twice down the 
uterine cavity, and the slit repaired. Only experiments in which 
the control horn became pregnant were regarded as satisfactory. 
The abdominal wound is finally closed in layers. 

Two types of experiments were devised. In the first the effi- 
cacy of the contraceptive device was tested by allowing the female 
to copulate a fortnight after its insertion. Experiments in which 
the control horn did not become pregnant were disregarded. The 
animals were usually killed in the later stages of pregnancy (three 
weeks) when both post-mortem and histological examinations 
were made. It was, however, difficult to assess what microscopi- 
cal changes had been induced by the foreign body owing to the 
intervention of pregnancy phenomena. Hence another group of 
experiments was used for study of such changes as might be in- 


duced. In this group the animals were kept for periods varying 
from three days to six months without being allowed to copulate. 
For conciseness’ sake the two types of observation are hereafter 
referred to as ‘breeding experiments’ and ‘histological observa- 
tions’ respectively. 


3. RESULTS. 

Mention must be made here of the breeding habits and normal 
structure of the uterus of a rabbit. There is nothing in this species 
corresponding to a regular oestrous or menstrual cycle. Often, 
however, rabbits are infertile during some period of the winter or 
autumn (Hammond’). This is apparently ascribable to cold or 
‘to faulty nutritive conditions. Ovulation occurs approximately 
10 hours after service by the male, while the number of embryos 
is usually from six to nine. The gestation period is about 30 
days. 

The uterus is bicornute and the two cervices open independ- 
ently into the vagina. The animals used in these experiments 
were nearly all parous and chosen from a stock of good breeders. 
The parous non-pregnant uterus (see Pl. I, Fig. 1) is oval or cir- 
cular in transverse section. Its substance is continuous on its 
dorsal surface with the mesometrium. There are two well 


83 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


developed muscular layers, the one outer and longitudinal, the 
other inner and circular. There is a highly cellular submucosa or 
corium which is thicker on the anti-mesometrial surface (see Pl. I, 
Figs. I and 2). During the anoestrous period the submucosa is 
thinner and the uterine contuers laterally compressed, i.e., oval; 
but during the fertile period the appearance is as in Pl. I, Fig. 1. 
The uternie mucosa of each cornu as shown by Chipman,' Ham- 
mond’ and others, is seen to be subdivided in transverse section 
into six folds, which largely obliterate the uterine cavity. Two 
or three of these, usually the deepest, lie on the mesometrial 
aspect (see Pl. I, Fig. 1), while three or four, less deep, are situ- 
ated on the anti-mesometrial surface of the mucous membrane. 
The fertilized ovum is implanted, and the placenta formed, on 
the mesometrial (dorsal) aspect. The endometrium is columnar 
and bears uterine glands (see Pl. I, Fig. 2). It is usually described 
as ciliated, though in sections of normal (i.e. control) uteri, it 
was seen to show enormous variaton in the number of ciliated 
cells. 

(a) Silver spiral or ring.* The efficacy of the standard silver 
ring was first investigated. High grade silver wire (No. 30 gauge) 
was wound into very close spirals. In some instances these were 
inserted as such; i.e., they were not converted into rings by join- 
ing the two ends. 

Breeding experiments. Spirals or rings were inserted into 
seven animals. In all, the control horn was found to be pregnant 
at necropsy. The condition of the other horn was interesting; 
pregnancy did not occur when almost its entire length was occu- 
pied by the spiral; but when the latter was inserted into the 
middle third, implantation was noted above, or, more rarely, 
below it. 

Morbid histology. Eighteen animals bore rings or spirals for 
periods from five days to six months. The control horn was his- 
tologically normal in all cases except one, in which both it and 
the experimental horn were cystic and contained microscopically 
_ sterile pus. The spiral was nearly always found lying in one of 
the endometrial folds of the anti-mesometrial (i.e. ventral) 
' aspect. The mucosa in contact with the contraceptive device 
acquired a characteristic spiral groove (see Pl. I, Fig. 3), and the 
thin-walled horn was also slightly dilated compared with that of 


* Since the above was written our specimens of gold, silver and nickel 
wire have been assayed. We are deeply indebted to Dr. John Phelps, of 
the Royal Mint, for doing this. He reports that the degree of purity is 
satisfactory. 
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the control. Microscopically the mucosal cells in contact with the 
spiral were usually flattened as shown in Pl. I, Fig. 4; folds of 
the endometrium sometimes became pinched between the coils 
and thus formed lamellae. There was often atrophy of the uterine 
glands, in a few instances extending to their complete disappear- 
ance in the region in contact with the spiral (see Pl. I, Fig. 5). 
The corium occasionally showed subacute inflammatory changes 
in the shape of infiltration with plasma cells and mononuclear 
leukocytes. The lumen was free from leukocytes except in two 
out of the 18 experiments; the fact that these animals were killed 
shortly after introduction of the spiral (five and 14 days) suggests 
that the presence of white cells may here have been a temporary 
reaction to trauma caused by insertion of the spiral. 

Striking changes occur, however, when the ring is left in for 
four months or longer. At necropsy the uterus of an animal six 
months after insertion of a ring was found to be siate grey in 
colour. The control horn was normal in appearance. The 
obvious conclusion was that the silver had been attacked and a 
local argyria elicited. Microscopically this, and two other, 
animals show, in addition to the changes described above, in- 
numerable small brown or black granules. They lie largely in 
the corium and are mostly extra-cellular. In one specimen an 
endometritis has been provoked, the corium being infiltrated with 
pseudo-eosinophils and the mucosa ulcerated. 

That the deposit was a silver compound was proved in two 
ways. Dr. H. J. Phelps made qualitative tests, both on sections 
and on pieces of uterus. These tests enabled him to indentify 
the granules as silver sulphide. 

The above results received even more positive confirmation 
by Dr. John Phelps, of the Royal Mint, who very kindly exam- 
ined, and reported on, the specimens of uterus subjected to 
spectrographic examination. The horns which had contained a 
ring showed unmistakable silver lines which were absent in the 
control specimens. My thanks are due to both these gentlemen 
for so effectively proving what I could only suspect. 

(b) Gold spiral or ring. Gold rings appear to be sometimes 
used as contraceptives in women (von Grafenberg’). Apart 
from the desirability of repeating human experience under experi- 
mental conditions, it was of interest to study the effects produced 
by rings of other metals than silver. Gold of high quality 
(22 carats) was used. 

Breeding experiments. Nine of these were made; the control 
horn was pregnant in all cases, and in three the horn into which 
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the spiral and been inserted also contained foetuses. This was 
due, in two cases, to the spiral having pierced the uterus and 
come to lie in the abdominal cavity. In the other six experiments 
the gold spiral or ring was found as effective a contraceptive 
agent as a silver one, provided always that it occupied the greater 
length of horn. In two operations in which the spiral was deli- 
berately inserted into the upper two-thirds, implantation of a 
single foetus occurred below it. 

Morbid histology. Six experiments were made, of duration 
from three to six months. All showed the same tendency for the 
endometrial cells to be flattened where in contact with the spiral. 
Atrophy of the glands was also frequent, but inflammatory 
changes were not noted. A similar channel was formed by the 
ring or spiral in the folds of the mucosa (see Pl. II, Figs. 6 and 7). 

(c) Nickel spiral or ring. Good quality nickel wire of the same 
gauge as the other rings was employed. Nickel rings apparently 
have not been used in human beings. They were tested here in 
order to see how a metal chemically more reactive than gold or 
silver would behave in the uterine cavity. Nickel spirals were 
found to be stiffer than those of other metals. Hence they tended 
to pierce the uterine wall. 

Breeding experiments. Three of these were undertaken; one 
of these must be disregarded as the control horn was not fertile; 
the cause being marked ovarian atrophy. In the two other 
experiments nickel proved capable of preventing conception, the 
control horns being fertile and the others barren. The fact that 
the spiral at necropsy was blackened and often surrounded ay 
cheesy pus must be noted. 

Morbid histology. Three animals were set aside for this pur- 
pose and kept from one to one and a quarter months. In two 
the spiral was i situ at necropsy; in the other it had disappeared, 

presumably by ejection per vaginam, since it could not be 
found in the abdominal cavity. In the vicinity of the spiral the 
usual irregularity in size and shape of the mucosal cells was 
noted; so, likewise, glandular atrophy. In addition, however, a 
varying number of leucocytes—many of them necrotic—occu- 
pied the lumen. Microscopic examination failed to reveal organ- 
isms. In two of the experiments definite infiltration of the corium 
with pesudo-eosinophil cells was present in the region of the spiral, 
but absent in the control horn. The changes are well shown on 
comparing the control horn (Pl. II, Fig. 8) with the one bearing 

the spiral (Pl. II, Figs. 9 and 10). 
(d) Wright rubber coated ring. Helena Wright has devised 
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a silver ring, the coils of which are covered by indiarubber. This 
device was tested at her request. Owing to its smoothness a 
Wright ring or spiral is easily inserted into the sinuous horn of 
the rabbit’s uterus. The very ease of its insertion, however, 
seems to facilitate its ejection, since in two cas“; this occurred 
in spite of the stay suture. This appears to be due to its smooth 
surface which hence does not form a spiral groove in the 
endometrium. 

Breeding experiments. _ Five successful observations were 
made. The Wright spiral was found to be as efficient a contra- 
ceptive as any of the uncovered metal ones, provided that, like 
them, it occupied the greater length of the horn. 

Morbid histology. Two animals were kept for this purpose, 
for one and four months respectively. In the former the spiral 
had been previously ejected; the only change noted was the 
obliteration of the endometrial folds at the site of contact. In 
the other animal a similar condition was recorded, supplemented 
by local atrophy of the uterine glands. The shape of the mucosal 
cells was normal and inflammation was absent. There was a 
tendency for the rubber to become yellow while the silver spiral 
inside it was black at necropsy. This was doubtless due to the 
formation of silver sulphide through contact with the rubber. 

(e) Rubber strips. The contraceptive effects of narrow seg- 
ments, two-three mm. wide, cut out from thin walled black rubber 
tubing were observed. The aim of this was to test the behaviour 
of this substance versus silver on the one hand, and the Wright 
silver-rubber combination on the other. It was also thought 
that rubber, a substance presumably so chemically inert and 
yet so flexible, would cause the minimum of uterine reaction. 

Breeding experiments. Two of these were made; both 
showed that the rubber strip was as efficient a contraceptive as a 
silver or a Wright rubber-covered spiral. The control horns 
contained embryos in both cases. 

Morbid histology. Two animals were examined three weeks 
and two and a half months after insertion of a rubber strip. 
There was the usual flattening of the endometrium at the sight 
of contact with the contraceptive device; also some glandular 
atrophy. Histologcial examination of the uteri of the animals 
used for breeding showed similar very slight changes. 

(f) Silkworm-gut. The contraceptive action of ‘silver has 
been ascribed by some authors to chemical influences of various 
sorts (see p. 93 for a discussion on this matter). It was hence of 
interest to compare the behaviour of the uterus towards such a 
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notoriously inert and surgically unabsorbable substance as 
silkworm-gut. 

The latter was either tied into a long O-shaped ring, or used 
in the form of a plait. In both cases the upper end was attached 
to a loose stay-suture. 

Breeding experiments. Of these there were seven. One must 
be discarded, the plait having been ejected with a resulting 
bicornual pregnancy. In the remaining six experiments the gut 
proved a very efficient contraceptive; when inserted into the 
middle segment of the uterus, pregnancy was noted, in two cases, 
above, but not below it. 

Morbid histology. Two animals were kept for nine days and 
two and a half months respectively. Both showed the usual 
obliteration of the anti-mesometrial folds of the uterine mucosa 
against which the silkworm gut lay. The endometrial cells here 
were also somewhat flattened, while the adjacent glands were 
atrophied. Inflammation was not present. 

(g) Silk. This was used for the same reason as silkworm gut. 
Fine black sewing silk was introduced in the shape of a long 
U-shaped loop. Two small curved needles, attached to each 
end of the loop, were then passed through the mucosa and muscle, 
and the ends tied together to make a stay-suture at the upper end 
of the uterine horn. 

Breeding experiments. Seven animals had silk loops inserted 
into their left uterine horns. A fortnight after operation they 
were allowed to copulate. The first three rabbits of this group 
never became pregnant inspite of repeated intercourse. In the 
remaining four animals a loop of thin silk was found to have 
some contraceptive effect; but it would seem to be less efficacious 
than any of the devices reported on above, as pregnancy ensued 
in two animals. 

Morbid histology. Only one animal was set aside especially 
for this purpose, since three of the breeding group remained 
sterile and could hence be used for histological study. The silk, 
where in contact with the endometriuum, caused slight flattening 
and irregularity of its cells. The adjacent uterine glands were 
atrophied. The corium showed, in two cases, subacute inflam- 
mation, being infiltrated with pseudo-eosinophil and plasma cells. 

(h) Celluloid thread. A loop of this was inserted in the same 
manner as the silk and with a similar purpose—viz. to 
assess the contraceptive value of another surgically inert and 
non-absorbable substance. 

Breeding experiments, four in number, were made. In 
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one the thread was ejected at an unknown date. The horn which 
had previously contained it was found to be pregnant above and 
below the segment previously occupied by the silk; this latter 
portion was sterile. In the three other experiments complete 
sterility of the experimental horns was secured. 

Microscopic examination showed marked alteration in the 
tissues adjacent to the loop. The mucosa showed changes vary- 
ing from irregularity to atrophy of its cells. The uterine glands 
were likewise atrophied or obliterated. In all three experiments 
there was a mild cellular infiltration of the tissues in contact with 
the loop, though no leucocytes were seen in the lumen. 


4. ESTIMATION OF THE HYDROGEN ION CONCENTRATION 
OF THE UTERUS. 

The sterility induced by a silver ring has been ascribed to 
alteration in the pH of the uterine cavity and endometrium. 
Thus Haire** quotes Retschmensky as having found an 
increase in the alkalinity of the uterus in women wearing a ring. 
Other workers are of the opinion that silver exerts an obligo- 
dynamic action. In either case a chemical change, lethal to sper- 
matozoa or ova, is invoked. 

H. J. Phelps very kindly elaborated and carried out these 
observations by the method described below. 

A rabbit, bearing a spiral in one uterine horn, is rapidly 
anaesthetized with ether, and a carotid artery dissected out and 
sectioned. The uterus is then removed as quickly as possible and 
immersed in liquid air. The time from the bleeding to the con- 
tact with the liquid air is kept as close as possible to three and a 
half minutes. In view of the post-mortem formation of lactic 
acid it was important to keep the speed for the time-interval as 
constant as one could in the different observations. So, likewise, 
is it essential to conduct the pH estimations at a temperature 
sufficiently low to inhibit lactic acid formation. This is attained 
by slicing up and triturating the tissues with normal saline in 
the cold store; the pH of the supernatant fluid, after decantation, 
is estimated with phenol red under the same conditions. A con- 
trol estimation of the other horn, not containing a spiral, is 
always made. The blood content of the uteri after bleeding is so 
low that it does not seriously interfere with normal colorometric 
methods. Furusawa and Kerridge* have noted, in this connexion, 
considerable variations in the pH of uterine tissue which are not 
related to pregnancy. 

Estimations with uteri containing silver spirals showed varia- 
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tions of 7.1 to 7.4, the controls giving results of 7.2 to 7.4 pH 

The majority of the readings in both cases were 7.3 to 7.4 pH. 
Five animals, bearing rings for periods varying from eight to two 
and a half months were examined. The pH of an animal kept 
for the latter time was 7.3 in the experimental, and 7.45 in the 
normal, uterine horns. 

Two observations on uteri bearing gold spirals did not reveal 
any significant change in the pH; neither did one reading on an 
animal provided with a nickel ring. 

We conclude, then, that the presence of a silver spiral does 
not cause any significant deviation of the uterine pH. Such 
slight variations as have been noted are probably intrinsic to 
the method used. A small difference in time is, for example, 
unavoidable in placing one horn after the other in the liquid air. 


5. DISCUSSION. 


It is true that there are marked anatomical differences 
between the uterus of the human being and that of the rabbit. 
Thus, in the latter, there is no periodic renewal of the uterine 
mucosa as in women. Again, the bicornute, long and _ thin- 
walled organ of the latter species makes impracticable the intro- 
duction per vaginam of a ring. 

Hence the only feasible way of inserting such a device is by 
laparotomy followed by section and repair of the uterus. But 
that these procedures are relatively harmless and do not invali- 
date the experiments is shown by the fertility, in nearly all cases, 
of the control horn after similar section and repair. 

Silver rings or spirals proved themselves efficient contracep- 
tives, provided that the greater length of the horn was occupied 
by the device. A peculiar feature is the fact that if a short ring 
or spiral is inserted so as to occupy the middle third of the uterus, 
pregnancy is less prone to occur below than above it (see p. 94 
for a discussion on this point). The middle segment, of course, 
remains sterile. 

There is a tendency for a single ring, or spiral, to pierce the 
thin-walled uturus. Peristalsis is doubtless responsible for this 
and likewise for the expulsion sometimes of the ring or spiral 
per vaginam. 

Following the insertion of a silver ring or spiral the endome- 
trium becomes spirally moulded around it. This is due to the 
slight pressure exerted by the coils on the mucosa. The endo- 
metrial cells in contact with it are usually flattened and often 
irregular in shape. Sometimes the endometrium becomes pinched 


go 





BIRTH CONTROL STUDIES. Ill 


between the spiral coils: lamellae of delicate connective tissue 
covered by thin squame-like cells are thereby formed. Another 
characteristic change is the atrophy, in some cases complete, 
of the uterine glands in the vicinity of the spiral. The cause of 
this is presumably also pressure. Inflammatory reaction is 
absent or slight during the first two or three months. In two 
cases the corium showed a subacute infiltration with plasma- 
cells and mononuculear cells. In both instances the spirals had 
only recently been introduced (five and 14 days respectively). It is 
hence probable that the presence of the white blood-corpuscles 
was but a temporary reaction due to the trauma of insertion. 

As stated above, a silver ring is slowly attacked in utero, 
forming black granules of silver sulphide, which cause a varying 
degree of local reaction. A grave disadvantage of the blackened 
ring is its brittleness; it is liable to fragmentation within the 
uterine cavity. 

Little, indeed, is known about the causation of cancer. It is 
certain, however, that prolonged irritation often facilitates its 
development. In view of this, the introduction of such a foreign 
body, liable to fragmentation and to partial conversion into silver 
sulphide would seem to be a potentially dangerous procedure. 

Dr. Helena Wright kindly allowed me to examine a human 
ring which had become largely transformed into silver suphide. 
This ring was so brittle that it could be broken up in one’s fingers. 

The fact that silver is attacked in the body is not new, having 
been strikingly emphasized in 1891 by Ballance and Edmunds.* 

Gold rings or spirals were found as efficient contraceptives 
as silver ones, provided that they occupied the greater 
length of the uterine horn. They produced the same histologcial 
changes as silver. 

These observations indicate that, if rings are to be used at all 
in human beings, they should be of gold. Up to date there is 
no evidence, either spectrographic or chemical, that this metal 
is attacked or altered in the uterus. 

Nickel spirals also proved themselves trustworthy contracep- 
tives. They provoked the usual flattening of the uterine epi- 
thelium and atrophy of its glands. In contrast with gold and 
silver, nickel blackened in the uterine cavity, probably because 
of the formation of nickel sulphide. The corium was infiltrated 
with pseudo-eosinophil cells and there was pus (microscopically 
sterile) in the lumen. 

It would appear then that nickel, a metal more reactive 


* “Tigation in Continuity.’’ 
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chemically than either silver or gold, forms, far more easily 
than silver, a sulphide in the uterine cavity. A definite endome- 
tritis is also produced. Nickel rings are thus definitely contra- 
indicated. 

The Wright rubber-coated-ring showed itself at least as effi- 
cient a contraceptive as any of the uncovered metal devices. 
There was also a striking absence of histological changes. Owing 
to the ring being coated with a continuous covering of rubber, 
grooves are not formed in the uterine mucosa as with the ordinary 
metal ring. And, presumably as a consequence of this, the 
epithelial cells show the minimum of distortion. There is the 
usual atrophy of the uterine glands adjacent to the spiral. Against 
this device, as noted in these experiments, is the ease with which 
it was ejected per vagina, for which its smooth surface is doubt- 
less responsible, and the fact that the sulphur in the rubber ends 
to transform the silver into the sulphide. 

Rubber strips were placed in the uterus for the reason stated 
above (see p. 87). In spite of their smooth surface they were 
well retained. Their great flexibility is certainly the reason for 
this. Histologically the same relative absence of uterine reaction 
was noted as with the Wright ring. Against this rubber strip, 
in human application, would be the fact that its presence and 
position in the uterus could not be controlled either by the probe 
or by X-rays, as is the case with the metal devices. Its removal 
would probably be more awkward owing to the difficulty of 
feeling so soft an object. 

Silkworm gut, either in the form of a plait or loop, is a most 
efficient contraceptive. It provokes the usual flattening of the 
endometrial cells in contact with it, and also atrophy of the 
uterine glands. It does not elicit any inflammatory reaction. 
Its chemical inertness is doubtless responsible for this. 

Silk, in the shape of a strand or loop, was found to be less 
efficient as a contraceptive than any of the substances tested. 
In contrast with all the other devices the silk was nearly always 
found at necropsy in one of the endometrial grooves on the 
placental (i.e., mesometrial) aspect. In spite of this the placentae 
and embryos were sometimes normally developed, the silk lying 
on the surface of the placenta. The usual irregularity of the 
mucosal cells and the local glandular atrophy were provoked. 

Celluloid thread, when inserted into the uterus as a loop, was 
an efficient contraceptive. It provoked the customary changes 
in the adjacent endometrium. In addition some cellular infiltra- 
tion of the submucosa was observed. It is difficult to say why 
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this occurred, as celluloid thread is a substance quite as chemic- 
ally inert and surgically non-absorbable as silkworm-gut or silk. 


Certain deductions may now be made from these experiments. 


In the first place it would seem that any foreign body placed 
in the uterus tends to inhibit conception. It has also been 
shown that, in the case of the rabbit, such a foreign body must 
occupy the greater length of the uterine horn. If this precaution 
is not taken, sufficient endometrium will remain unprotected 
for implantation, and pregnancy may occur above and/or below 
the protected area. 

The degree of reaction of the uterus to a foreign body is 
probably ascribable to mechanical or chemical factors, or to 
both combined. Thus a gold or silver ring forms a spiral groove 
in the endometrium in contact with it. The adjacent cells become 
irregularly shaped or flattened, and the uterine glands tend to 
atrophy or disappear. These changes are probably of the nature 
of a local pressure atrophy. Silver, however, has the ‘grave 
disadvantage of being slowly attacked in the uterus. 

The hypertrophic and eongested endometrium described by 
von Grafenberg as the consequence of the insertion of a ring 
was never noted in these experiments. It must be admitted, 
however, that the absence of a menstrual cycle in rabbits may 
account for the absence of endometrial hypertrophy. There 
appears to be, however, some discrepancy as to the reaction 
of the human endometrium to the device. Thus Haire™ 
quotes a pathologist’s report on the curettings from a woman who 
had borne a ring for six months to the effect that ‘‘. . . generally 
the appearances are those of normal mucosa.”’ 

Nickel, a metal more reactive chemically than either gold or 
silver, causes the above changes and, in addition, an endome- 
tritis. The cause here is, doubtless, chemical, as evidenced by 
the blackening of the metal to form the sulphide. 

Smooth and flexible objects, such as the Wright rubber-coated 
ring, produce even less change than the non-reactive metals gold 
and silver. And, logically enough, a strip of grey rubber, a 
substance both chemically inert within the body and soft, pro- 
vokes the minimum of uterine reaction. 

The chemical and oligodynamic theories of the action of the 
von Grafenberg ring are not supported by these experiments; nor 
can alteration in the hydrogen ion concentration of the uterus, 
in the form of increased alkalinity, be invoked, since the obser- 
vations made in collaboration with H. J. Phelps showed no 
significant change in this respect (see p. 80). 
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Three other considerations appear to preclude any specific 
chemical effect on silver : 

(1) Spirals of other metals, gold or nickel, are equally 
effective contraceptives. Still more striking is the fact that strands 
or plaits of such chemically inert substances as silkworm-gut, 
celluloid thread, or indiarubber also inhibit conception. 


(72) The contraceptive power of the above foreign bodies 
appears to be largely local. Thus, the insertion of a metal spiral 
into the middle third of a uterine horn prevents implantation in 
the segment occupied by it. On the other hand, embryos may be 
found immediately below or, more often, just above the spiral. 
Now, if the metal exerted any chemical action, one would expect 
it to diffuse both above and beneath the contraceptive agent, 
which is not the case. 


(7) Silver rings have been kept for periods up to one month in 
Baker’s buffered glucose saline under aseptic conditions and at 
body heat. Control tubes, not containing silver rings, were 
incubated for similar periods. On comparing the motility cf 
guinea-pig sperms Dr. John Baker was unable to note any differ- 
ences in this respect both in the solutions which had been in 
contact with the silver and those which had not. 


How then can a foreign body occupying one of the anti-meso- 
metrial folds only of the uterine mucosa prevent pregnancy? As 
shown above it seems unlikely that any of the devices tested, 
with the exceptions of nickel and silver, exert any lethal chemical 
effect on the ova, spermatozoa or uterine mucosa. Presumably 
then, the contraceptive action of an intra-uterine foreign body is 
mechanical. If this beso, how does it work? This, unfortunately, 
is largely a matter of conjecture. The following fact is perhaps 
not without significance. | When any contraceptive device is 
inserted into the middle third of a rabbit’s uterine horn, 
pregnancy Is liable to occur above or below it. Now, the propor- 
tions of implantation above as compared with those below is 
as one to two, roughly. The fact that implantation occurs 
twice as easily above the device as below it shows that sperma- 
tozoa can pass up the uterus and fertilize the ova in the Fallopian 
tube in the normal manner. That implantation is twice as rare 
below the foreign body would seem to indicate that the fertilized 
ova have difficulty in getting past the obstruction caused by the 
ring, spiral or other device. It must be remembered that most 
foreign bodies in the rabbit’s uterus tend to: occupy the ventral 
position under the influence of gravity. The simplest explana- 
tion of the action of a ring or other intra-uterine foreign body 
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would be that it blocks the passage of the ova down the 
uterus. This would seem to be the only explanation—unfortun- 
ately and admittedly tentative—of the action of the von 
Grafenberg ring and other similar devices. 

One curious psychological feature may be noted finally. 
The normal pregnant rabbit* makes a hollow in the hay of its 
cage which it then lines with its plucked-off fur. This is an 
indication of impending delivery, and it occurs about one week 
before this event. Now, animals bearing a ring or other contra- 
ceptive device, often went through this ritual a week or later 
after its insertion. Sexual congress had not occurred in any 
instance. The conclusion is that the presence of the foreign body 
in the uterus suggested in some way to the bearer the later stages 
of pregnancy. This phenomenon is doubtless restricted to rabbits : 
it seems doubtful that women bearing intra-uterine rings are 
subject to illusionary maternal urges ! 

The experiments described in this paper were undertaken 
on behalf of the Birth Control Investigation Committee. I am 
glad to take this opportunity to express my gratitude to the 
Committee and to its Medical Secretary, Dr. C. P. Blacker, for 
their assistance, both in financing the investigation and in many 
other respects. Professor Georges Dreyer, F.R.S., has kindly 
allowed me to do the operations in his laboratory; while Drs. 
Helena Wright and John Baker have given valuable advice. I 
must also thank Messrs. Jesse Wheal and Thomas Marsland for 
their assistance at operations and the preparation of the sections. 


6. SUMMARY. 

1. A method for inserting foreign bodies into one horn of the 
rabbit’s uterus is described. 

2. Silver rings or spirals are effective contraceptives if 
the greater length of uterine horn is occupied by the 
device. This remark was found to apply also to all the other 
foreign bodies tested. 

3. Gold rings or spirals proved as effective as silver ones. 

4. Such histological changes as occur after insertion of a 
ring of either of the above metals are localized in that they are 
limited to the endometrial grooves in which the device lies. 
The earlier changes are (1) flattening and irregularity in shape otf 
the cells in contact with the foreign body and (2) a tendency for 
the adjacent uterine glands to disappear. Both are probably of 
the nature of a pressure atrophy. Inflammatory reaction is ab- 

* The phenomenon also occurs in pseudo-pregnancy, as when a female 
rabbit is mated with a sterile (e.g., vasectomized) buck. 
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sent or slight. Far more important is the fact that a silver ring 
is slowly attacked im utero, blackens and forms silver sulphide. 
The ring is then brittle and liable to fragment in the uterus. This 
change has been noted at least once in the human being.* The 
potential danger of such a device seems very real and if it is 
to be used at all, these experiments indicate that the ring 
should be of gold. For no evidence has been forthcoming 
that this metal is attacked or altered in any way in the uterus. 

5. Nickel rings or spirals are efficient contraceptives, but 
this metal, presumably because it is chemically more re- 
active in utero than gold or silver, was found to produce endome- 
tritis. 

6. Other foreign bodies were tested as to contraceptive power, 
and for the tendency to produce changes in the endometrium. 
They comprised: the Wright rubber-coated silver ring, strips of 
soft rubber, plaits or loops of silkworm-gut, celluloid thread and 
silk. All of them effectively inhibited pregnancy, with the excep- 
tion of silk loop, which was less reliable. The same immediate 
histological reactions were noted as with gold and silver rings; 
the endometrial changes, however, after insertion of the Wright 
rubber-coated spiral, and particularly the rubber strip, were 
minimal. 

7. From the above it is deduced that any intra-uterine foreign 
body will inhibit conception if the greater length of uterine cornu 
is ‘‘protected’’ by it. 

8. Observations on the hydrogen ion concentration of the 
uterus reveal no significant change in a horn bearing a ring. The 
fact that such chemically inhert substances as silkworm-gut, or 
celluloid thread will as effectively inhibit conception would also 
seem to invalidate the theories of chemical or oligodynamic action 
of silver rings. 7 

g. An admittedly tentative explanation of the contraceptive 
action of the devices tested is put forward. 

10. The endometrial hypertrophy and congestion described 
by von Grafenberg in the human subject were not noted in these 
experiments; but it is conceded that the absence of a menstrual 
cycle in rabbits may possibly account for this. hy 


* Several such specimens, showing marked formation of silver sulphide, 
have recently been sent to me through the kindness of Dr. Helena Wright. 


+Two normally menstruating monkeys here had silver rings inserted 
since the above was written. On has been examined seven months later. 
The ‘‘hyperdecidium’’ of Von Grafenberg is not present. The changes noted 
confirm my findings on the rabbit, including the localized argyria. 
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7. EXPLANATION OF PLATES. 


All these figures are from untouched microphotographs. The slit often 
shown in the uterine wall was made after necropsy, the ring or other 
foreign body being removed through it. 

Fig. 1 (x 8). Transverse section of control horn of a mature non- 
pregnant rabbit. Note the deep endometrial folds, two (M) on the meso- 
metrial, and three (AM) on the anti-mesometrial aspects respectively. 
There is a deep sub-mucosa or corium (C) in which the uterine glands, 
blood-vessels and lymphatics lie. (ME = mesomeirium; CM = circular 
muscle layer; LM = longitudinal muscle layer.) 

Fig. 2 (x 300). A more highly magnified view of the endometrium, 
uterine glands and corium of the previous specimen. 

Fig. 3 (x 8). Longitudinal section of uterine horn of a mature rabbit 
into which a silver spiral had been inserted one month previously. The 
animal had been allowed to copulate and the control horn was pregnant 
15 days. Note the syiral groove (SG) formed by the coil of the device 
on the anti-mesometrial aspect of the endometrium. The latter is thinner 
than normally and the uterine glands have mostly atrophied. 

Fig. 4 (x 300). High-power view of the endometrium in contact with 
the spiral. The flat squame-like epithelial cells and the atrophy of the 
uterine glands are clearly shown. 

Fig. 5 (x 300). Another example of the obliteration of the endometrial 
folds and atrophy of the uterine glands (compare with Fig. 2) produced 
by contact with a silver spiral. (From a non-pregnant animal 11 weeks 
after insertion.) 

Fig. 6 (x 8). Transverse section of a pregnant (half-term) animal into 
which a gold spiral had been inserted one month previously. The anti- 
mesometrial position occupied by the spiral is indicated at X; there is the 
usual obliteration of the endometrial folds and atrophy of the uterine 
glands at the site of contact. Decidual tissue has not been formed in this 
horn, although, of course, present in the other. 

Fig. 7 (x 8). Transverse section of the control horn of a non-pregnant 
animal into which a gold ring had been inserted seven weeks before 
necropsy. The ring has made a double channel (X) in the endometrium; 
there is also the usual atrophy of the adjacent folds and uterine glands. 
(M = mesometrium.) 

Fig. 8 (x 8). Transverse section of the non-pregnant control horn of 
the animal referred to in Fig. 9. The deep endometrial folds and the 
narrow, almost potential, lumen are shown. (M = mesometrium.) 

Fig. 9 (x 8). Transverse section of the other horn from the animal 
described in Fig. 8. A nickel spiral had been inserted one month before 
necropsy. The uterus is swollen as compared with the control horn (see 
Fig. 8). Endometritis is present in addition to the usual atrophy of the 
folds of the uterine mucosa and of its glands. At P there is a plug of pus- 
cells. (X = where the spiral lay; M = mesometrium.) 

Fig. 10 (x 300). High-power view of the endometrium of the specimen 
just referred to. The mucosa is relatively normal at X. At U there is a 
point of ulceration; some degenerate but still surviving endometrial cells 
are seen at XX. 

Fig. 11 (x 350). High-power view of endometrium and corium of 
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uterus six months after insertion of a silver ring. Note the abundant 
granules of silver sulphide, mostly extra-cellular. 
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The Teaching of Practical Obstetrics. 


By DantéL Doucat, M.C., M.D., Ch.B. (Manch.), F.C.O.G. 
Professor of Obstetrics and Gynaecology in the University 
of Manchester. 


AN adequate syllabus of obstetric teaching should comprise 
lectures or demonstrations, practical classes on the model or 
phantom, and clinical instruction in the wards and on the district 
of a maternity hospital. 

The value of the systematic lecture has been much debated 
and there are many who would abolish it from the course of 
instruction altogether. 

I am opposed to this view as I believe it to be definitely useful 
if the lecturer has the necessary personal qualifications for his 
task and the lectures are not merely dreary recitations of pages 
from a standard textbook. 

Clinical teaching, on the other hand, is in high favour and 
all are agreed that there cannot be too much of it. It must be 
remembered, however, that clinical teaching loses much of its 
value if the student has not already acquired a sound theoreti- 
cal knowledge from attendance at the systematic lectures, from 
his reading, or from both. 

Then again, clinical teaching in obstetrics has certain definite 
limitations which are not present to the same extent, or are not 
so important, in the case of medicine or surgery. 

By this I mean the difficulty about making internal examina- 
tions, the frequency with which delivery occurs outside ordinary 
teaching hours, and the obvious impossibility of providing 
sufficient clinical material to enable the student to carry out any 
but a few of the simplest methods of treatment. The limitations 
regarding treatment no doubt also apply to general surgery 
but there is this difference, that whereas the young practitioner will 
only be called upon to perform certain minor surgical operations 
not involving any great risk to the patient, he may and almost 
certainly will have to deal with many obstetric complications, the 
mismanagement of which is fraught with the gravest dangers 
to both mother and child. 

Many of these difficulties can be overcome to a considerable 
extent by efficient practical instruction on the model, the student 
being taught how to carry out the various diagnostic methods 
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and obstetric manipulations. Moreover, having himself practised 
these methods he will be in a better position to appreciate what 
he sees some done in the antenatal clinic and labour ward, and 
will, therefore, derive more benefit from his clinical teaching. 

It is with practical instruction of this kind that I propose to deal 
in the following paragraphs and it will be convenient to consider 
the subject under the two headings ‘‘Material’’ and ‘‘Methods.”’ 


I. MATERIAL. 


Every department of obstetrics should have a practical class- 
room fitted with benches of a convenient height and capable 
of accommodating the requisite number of students. In my own 
department there is sufficient room for 24 students who work 
together in pairs and, therefore, require the following equipment. 

(a) Twelve models or phantoms. The various phantoms at 
present on the market are too expensive to be provided in such 
numbers so I have designed a simpler and cheaper model suitable 
for the purpose. This has been made for me by Messrs. 
Mayer & Phelps of London and the price at present is five pounds. 

The model is made of glazed eathenware, an ideal material 
for use with the actual foetus, and is easily kept clean. Moreover, 
it has the additional advantage that its external appearance in no 
way resembles the human body and therefore need not be covered 
or hidden away in a corner when not in use. 

The only extras required are a wet towel or thin sheet of 
sponge rubber to represent the anterior abdominal and uterine 
walls, and two rubber basins with central openings of different 
sizes which represent the quarter and fully dilated cervix respect- 
ively when the basin is fitted into the pelvic brim. 

These basins can be made by dividing a five-inch rubber 
sports ball into two halves and stiffening the free edge with 
ordinary rubber draught excluder into the tubular part of which 
a piece of insulated electric wire has been inserted. 

(b) Twelve stillborn foetus of average weight. These are ob- 
tained by arrangement with maternity hospitals in the district 
and are registered in the books of the Department of Anatomy in 
the same way as other anatomical material, the stillbirth certifi- 
cate being sent with each foetus and retained by the anatomy 
authorities until burial at a later date. 

The method of preserving the foetus is important as the 
use of any fluid containing formalin produces so much rigidity that 
it is impossible to carry out the various obstetric manipulations 
satisfactorily. 
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We use carbolic acid one part, glycerine four parts, water 
I5 parts, and have found that this preserves the foetus indefin- 
itely. It is necessary, however, to remove the abdominal viscera 
and replace them with cotton wool soaked in the preservative, to 
inject some of the solution into the thoracic and cranial cavities 
and to keep the foetus immersed in the fluid when not in use. 


(c) Twelve placentae each with membranes and cord attached. 
These are also preserved in glycerin and carbolic acid. 
(d) Twelve normal female pelves. 


(e) Callipers, rulers and tape measures (12 each). Expensive 
obstetric callipers are not necessary as the one used by carpenters 
is much cheaper and quite good enough for the purpose. 

(f) Twelve pairs of obstetric forceps. Renovated instruments of 


older type can be obtained cheaply from such firms as Millikin 
and Lawley of London. 


(g) Each student attending the class is required to provide 
himself with a white coat and a pair of rubber gloves. 


2. METHODs. 
In Manchester the course of instruction laid down by the 
university authorities is as follows : — 


(a) Systematic lectures extending over three university terms. 
(b) Two months residence in the maternity hospital. 
(c) Three months clerking in the gynaecological wards. 


The first term’s lectures are devoted to the anatomy and 
physiology of reproduction and to the diagnosis and management 
of normal pregnancy, labour and the puerperium; the second to 
abnormal pregnancy, labour and puerperum; and the third to 
antenatal and post-natal care and to gynaecology. 

Students are not allowed to take their clinical obstetrics until 
completion of the systematic course of lectures. 

Practical instruction in obstetrics is not yet officially recog- 
nized as part of the systematic course but two voluntary classes 
have been held and these have been well attended and much 
appreciated. 

I have found it best to hold the first half of the practical class 
during the second and the other during the third term in order 
that the ground may have already been covered in the systematic 
lectures. 


The course of practical instruction is spread over six meetings 
of approximately one hour each and the syllabus is as follows: 
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First Meeting. 
Anatomy. Obstetric anatomy of the female pelvis and foetus; 
including histology of the placenta, cord and membranes. 


Second meeting. 

Normal labour. Mechanism in vertex presentations; abdo- 
minal palpatation; vaginal examination; delivery of the normal 
vertex case. 


Third meeting. 

Delayed vertex presentations. The obstetric forceps, the low 
operation; management of occipito-posterior cases, rotation and 
mid-forceps. 


Fourth Meeting. 

Breech presentations. Mechanism; the operation of version, 
prophylactic external version; delivery of the normal breech; 
treatment of complications, traction on breech, bringing down 4 
leg, bringing down extended arms, delivery of after-coming head. 


Fifth meeting. 

Malpresentations. Face presentations, mechanism and treat- 
ment; brow presentations, treatment, internal version; oblique 
lie, treatment; complex presentations, treatment. 


Sixth meeting. 

Miscellaneous complications. Twins, diagnosis and manage- 
ment, twin locking; funis complications, diagnosis and manage- 
ment; contracted pelvis, mechanism, the high forceps operation ; 
placenta praevia, diagnosis, bi-polar version; destructive opera- 
tions, perforation and extraction, decapitation. 

The syllabus may appear somewhat elaborate but every one 
of the complications mentioned can be demonstrated on the 
model with the foetus and placenta. 

As regards destructive operations one of the foettis is sacri- 
ficed during each course of instruction and this is sufficient to 
demonstrate how perforation and extraction or decapitaton are 
carried out. 

In conclusion I would again urge the importance of practical 
instruction of the type described as it links up the teaching of the 
lecture theatre with that of the antenatal clinic and labour ward. 
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Fic. 1. 


A corner of the practical obstetric classroom. 
































FIGS. 2 AND 3. 


Different views of the model. In Fig. 2 the rubber attachment has been 
fitted into the pelvic brim. 





























FIGS. 4 AND 5. 


The model in use: demonstrating the treatment of breech complications. 











Professor W. W. Stroganoff. 


In December, 1932, Professor W. W. Stroganoff completed 50 
years of medical and scientific work. His 75th birthday took 
place in the same month. The greater part of the Professor’s life 
has been spent at the State Institute of Obstetrics and Gynaecology 
in Leningrad. Among the many subjects Professor Stroganoff 
has studied his greatest work has been in connexion with the 
treatment of eclampsia, and his successful method is known and 
practised throughout the civilized world. Professor Stroganoff 
is an Honorary Member of the Obstetrical and Gynaecological 
Societies of Belgium, Moscow, Leningrad and Edinburgh. 

Our readers will unite in wishing Professor Stroganoff many 
more years of health and happiness, and in assuring him of their 
admiration of his efforts to combat one of the most terrible 
catastrophies which can assail a pregnant woman. 





British College of Obstetricians and Gynaecologists. 


Opening of the College House (58 Queen Anne Street) by 
H.R.H. Duchess of York on December 5th, 1932. 


The Duke and Duchess of York were received at the entrance 
to the College by the President, Professor W. Blair-Bell, wearing 
the Presidential robe of the College, who presented to Their 
Royal Highnesses Mr. Eardley Holland the Treasurer, and Pro- 
fessor W. Fletcher Shaw the Honorary Secretary. After a 
bouquet of flowers had been presented to the Duchess by Miss 
Jacynth Holland a number of distinguished guests and the 
Members of Council were presented to their Royal Highnesses. 

The President then conducted the Duke and Duchess and the 
distinguished guests to the Library, and when all were seated he 
addressed the gathering in the following words: 

‘‘ May it please Your Royal Highnesses, My Lords, Ladies and 
Gentlemen: this is, I think, really an ‘historic occasion.’ Too 
often the expression is used for commonplace events in connexion 
with which the adjective is singularly inappropriate. To-day 
however, we are taking part in a ceremony which indicates that 
an important position has been reached in the advance of 
Obstetrics and Gynaecology to its rightful place in the hierarchy 
of Medicine. 

‘“‘ The history of the Science and Art of our subject from the 
earliest Sumerian times has never been completely recorded. It 
is the story of a gradually increasing recognition of the fact that 
safe and satisfactory reproduction, with which Obstetrics and 
Gynaecology are concerned, is the biological collateral of in- 
dividual life, with which Medicine and Surgery deal. 

““ Moreover, to-day the chiefest part in the ceremony is to be 
played by a Member of our Royal House, by Her Royal High- 
ness the Duchess of York. It is for these reasons that I call the 
occasion an historic one. 

“Apart from the great underlying principles which have 
guided forward those interested in our subject during past 
millenia, there are certain matters of immediate and practical 
interest to which I may, perhaps, be allowed to refer. 

‘“ Since the renaissance in Medicine, men of British origin have 
been pioneers in every advance. Look in which direction you 
will, you find in the forefront a succession of British names which 
I need not now recall. 
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‘* General Medicine and General Surgery blossomed; disciples 
sowed the seed; colleges were founded. But until 1886 there was 
in this country no compulsory training, no examination in 
Obstetrics for the licence to practice. Meanwhile the light of 
scientific progress had fallen on this dark and dangerous situa- 
tion, and, the nebulous vision of a college had appeared to certain 
men; but nothing materialized. 

‘‘Tt is, nevertheless, indeed strange that, until the foundation 
of the British College of Obstetricians and Gynaecologists in 1929, 
there had been no collegiate organization in our subject in any 
part of the world. Associations and societies, yes; teaching and 
examining boards, certainly; but nowhere could we have found 
an academic, an advisory, an executive body such as this College 
of ours, which unites all the practitioners of our art throughout the 
British Commonwealth of Nations and Dependencies in one 
central, authoritative Institution. 

‘Tt must be believed, then, that the time was ripe, that the 
stars were favourable, and the moment opportune, and that the 
will to succeed was not lacking. History will, I expect, endorse 
that view. Be this as it may, nothing can now prevent, or much 
delay, the British College of Obstetricians and Gynaecologists 
from implementing fully, and in its own way, the principal 
objects of its foundation: namely, to encourage the study and 
improve the practice of Obstetrics and Gynaecology. This means 
that study and research will be fostered, and that the College will 
do all that lies in its power to ensure that the maternity services of 
this country and of other parts of the Empire are manned by those 
who are specially fitted for the work. 

‘* At the present time the greatest needs in professional train- 
ing, so far as Obstetrics and Gynaecology are concerned, are 
encouragement in, and wide opportunities for, postgraduate 
clinical work. We shall without much difficulty, I hope, solve 
the question of postgraduate facilities. It must then become im- 
perative for all holding official positions in maternity work to 
possess at least a diploma as a guarantee of efficiency, and this we 
shall offer forthwith. 

‘““Is this merely soaring ambition, you may ask; or have we 
the strength to act? We have the strength: I think I can say that 
to-day every Professor of Obstetrics and Gynaecology, not only ip 
the British Isles, but in the Commonwealth of Nations and the 
Dominions and Dependencies beyond the Seas, and probably 
more than go per cent of all recognized teachers of our subject, are 
Fellows or Members of this College. Such a degree of association 
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and representation is not to be found in the records of any uni- 
versity or other college in the Empire, so far as the three great 
great branches of medicine are concerned. 

‘‘ The future holds out to our College, then, the fair prospect of 
usefulness to our profession, to the State, and to Woman the world 
over. 

‘‘That we may have the sinews of our peaceful mission has 
naturally been a matter of concern. It is with the help of Lord 
Riddell that we are at present able to afford the running expenses 
of this House. We hope that other lay persons will follow his 
genercus example, for an appeal for an Endowment Capital Fund 
has just been launched. The Fellows and Members of the College 
are contributing liberally to this Fund. We have, too, among 
ourselves raised a large part of the sum required to furnish and 
decorate this House; and many beautiful and useful gifts in kind 
have been made or promised. Your Royal Highness will have 
the satisfaction of opening the College House free of debt, for, 
apart from any small liability there may be in regard to the Fur- 
nishing and Decorating Fund, we have from our Registration 
Fees and ordinary subscriptions in three years been able to 
accumulate also a reserve fund of over £6000—a fund that will 
steadily grow. 

I may add that several of the Fellows and one or two other 
friends of the College, optimistically believing that the Chancellor 
of the Exchequer will have failed to discover a few ‘hidden 
reserves,’ have informed me that they intend to bequeath some of 
their hard-gotten gains to this College. May they long remain 
ancnymous ! 

“In these days of economic dislocation our financial position 
reflects much credit on all concerned; for without doubt great 
sacrifices have been made by many to support the College. Let 
us hope that those who follow after us, to whom the baton will be 
passed, will never forget that the wealthier our College is the 
richer will be the gifts on the community bestowed. 

‘“We have recently suffered sad losses in the deaths of two 
of our Councillors—Sir Henry Simson and Professor Leith 
Murray. Their interest in the work of the College was unflagging. 
We shall not forget them; but men must pass away, and others 
are born to succeed them. In this way noble ideals are carried 
from generation to generation. 

‘‘ May I now beg Your Royal Highness to declare open this the 
House of the British College of Obstetricians and Gynaecologists 
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for the use of the Fellows and Members, and to dedicate it to the 
service of the Science and Art of Obstetrics and Gynaecology.”’ 


Her Royal Highness the Duchess of York said : — 


‘It gives me great pleasure to be here to-day. I take the 
opportunity of paying tribute to the late Sir Henry Simson who 
first asked me to attend this function. No other man has worked 
harder or more unselfishly than he to reduce maternal mortality; 
and his name will ever be remembered with honour and affection, 
not only by those who knew him, but througout the Empire. I 
now declare the Coliege open and wish it every success.”’ 

The President then thanked Their Royal Highnesses in the 
following words : — 

“Your Royal Highness, it is my privilege, as President, on 
behalf of the Officers, the Council, and the other Fellows and 
Members of this College dutifully to express our gratitude for the 
great honour Your Royal Highness has conferred upon all 
Obstetricians and Gynaecologists in the Mother Country, in the 
British Commonwealth of Nations, and in the Dominions and 
Dependencies beyond the Seas, by so graciously declaring open 
this the House of the British College of Obstetricians and Gynae- 
cologists. 

“ And, Sir, I desire to say in their name how much Your Royal 
Highness’s presence here to-day is appreciated. 

‘“‘Those of us who practise Obstetrics and Gynaecology believe 
that the sanctity of the family is of primary importance to the 
spiritual and physical welfare of our race. 

“If I may be allowed to say so, Your Royal Highnesses have 
given to us all a vision of the happiness of married life; and in a 
very beautiful way through the little Princesses the people have 
been permitted to share your joys, and to show their devotion to 
the Crown. 

‘In honouring this College by your presence to-day, and by 
taking an interest /ogether in the united efforts of the practitioners 
of our Art and Science throughout the Empire, Your Royal High- 
nesses have performed a real service to Obstetrics and Gynae- 
cology, for which we are deeply grateful.”’ 

The President, after asking for permission to digress from the 
programme, read loyal and congratulatory cablegrams which had 
been received from distinguished Fellows in Australia, Canada, 
Hong Kong, India, New Zealand, Peiping, and South Africa, and 
from Professor Essen-Moller, an Honorary Fellow. 

The Honorary Secretary, Professor W. Fletcher Shaw, next 
introduced to the President Sir Robert Jones, Bart., and Pro- 
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fessor William Phillip Graves of Harvard University for the con- 
ferment of Honorary Fellowship. 

After a number of Ordinary Fellows and Members had been 
admitted the President terminated the proceedings with the words 
of exhortation : 


Super Ardua Consurgamus 
Floreat Collegium. 


The President, accompanied by the Honorary Treasurer and 
Honorary Secretary, then conducted Their Royal Highnesses and 
the distinguished visitors to the Council Chamber, where they 
signed the Visitors’ Book, and thence to the President’s room 
where they inspected some of the gifts made to the College. Their 
Royal Highnesses expressed much interest in the College and its 
work, and remained in conversation with the President and 
Officers for some time before leaving. 


THE SECOND DINNER OF THE COLLEGE. 


The Second Dinner of the College was held the same evening in 
Grosvenor House with the President, Professor W. Blair-Bell, in 
the Chair. 

The Toast of ‘‘The College’’ was proposed by the Vice-Chan- 
cellor of the Liverpool University, Dr. J..W. Hetherington, 
who said that the ceremony which they had attended that after- 
noon testified to the wonderful speed with which this College had 
progressed since its foundation. It had won in the first place the 
co-operation and support of those who were practising this branch 
of Medicine in this country and in the whole of the British Empire, 
and now it had received the acquiescence and active goodwill of 
the older Institutions. The fundamental purpose of the College 
was to unite, not to disrupt, to gather together all those who prac- 
tised and were interested in this special aspect of Medicine. 


The President in reply agreed that the College united almost 
every branch of Surgery and Medicine, as well as Anatomy, 
Physiology and Pathclogy. Every new Institution was necessarily 
looked upon with a little suspicion and had to prove itself before it 
was accorded its rightful place. The jungle, which impeded pro- 
gress, had now been cleared, the chiefs were friendly, and the 
future journey should be easy and pleasant, if only leaders were 
chosen who were prepared to make personal sacrifices for the 
cause. He emphasized the fact that the College was British, and 
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that it had Reference Committees in all the large Dominions. He 
concluded with a tribute to the Officers, and an exhortation to 
each Fellow and Member to realize that he had the safe keeping 
and advancement of the College in his hands. 


The Toast of ‘‘The Guests’? was proposed by Lord Riddell, 
and replied to by Professor William Phillip Graves and Sir St. 
Clair Thomson. 


PRESENTATION OF THE PRESIDENT’S PORTRAIT. 


On Sunday afternoon, December 4th, in the College House, 
Lord Riddell presented to the College the portrait, in oils, painted 
by J. B. Souter, of the retiring President, Professor W. Blair-Bell, 
in his Robes of Office. 

Many Fellows and Members were present at this pleasant little 
ceremony. The President-Elect, Dr. J. S. Fairbairn was in the 
Chair, and the Honorary Secretary, Professor W. Fletcher Shaw, 
thanked Lord Riddell on behalf of the College. 





BOOK REVIEWS. 


‘‘Problems of Population.’’ Edited by G. H. L. F. Pitt-Rivers, B.Sc. 
(Oxon.). London: George Allen and Unwin, Ltd. Price 15s. 
MEDICINE appears to acquire almost daily a greater catholicity in its out- 
look, and social problems have so far been accepted as within its territory 
that the British Medical Association has, for some years, had a section at its 
annual meeting devoted to social medicine. Hence a review of this 
volume reporting the proceedings of the Second General Assembly (June, 
1931) of the International Union for the Scientific Investigation of Popula- 
tion Problems cannot be out of place in any medical journal. That it has 
a particular interest for those engaged in obstetric practice is shown by one 
of the sessions being devoted to a discussion on Differential Fertility, and 
a paper being read at another session by Dr. G. W. Kosmak, of New York, 
the editor of the American Journal of Obstetrics and Gynaecology, on ‘‘The 
Responsibilities of the Obstetrician in the Problems of Population.’’ 

The paper mentions the death-rate and the birth-rate as intimately con- 
cerning both medicine and the study of population, and goes on to take up 
the birth-rate as the crux of the problem. Fertility declines almost directly 
with the degree of opulence and prosperity of a nation, for the economic 
need for large numbers of children lessens with advancing civilization and 
brings in its wake contraceptive devices and induced abortions. Large 
families become a liability rather than an asset. The development of a 
higher civilization also seems to bring with it a degree of biologic infertility, 
a matter clearly calling for further investigation by the trained medical 
biologist. The tendency arising from a laudable desire to make child-bearing 
as easy and painless as possible by anaesthesia and early interference has, 
with other factors, increased rather than reduced maternal and infantile 
mortality, and more especially in those countries which have shown the 
greatest interest in population problems. The indiscriminate and routine 
employment of narcotics and analgesics has led to a belief that they are 
essential and that without them child-bearing is dangerous; also to a feeling 
on the part of the patient that by not resorting to them, the physician is 
not doing his full duty. By treatment in hospitals, and other luxuries, 
child-bearing has been made too great an economic burden, especially to 
young people, and a plea is made for studies in all countries to discover 
the effects of improper obstetric practice on fertility, mortality, and the 
birth-rate. Figures are given from the U.S.A. in support of the views in 
his paper, and Dr. Kosmak concludes by calling on the medical profession 
to combat the baneful influences which are tending towards the depopula- 
tion of the very nations that carry the most of the burdens of civilization. 

The extended notice given to this paper does not mean that there are 
not others of like interest in this volume. There are several on the question 
of relative fertility in various countries. In one on the ‘‘Relation of Social 
Status to Fertility in Native-born Women in the U.S.A.’’ the result, 
common to this and other countries, of the degree of fertility being the 
opposite of the conventional social rank is shown from census returns, and 
more clearly in the city-dwellers than in country folk. Two of many factors 
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are specially examined, the age of the wife at marriage, and the no-child 
family. The average age at marriage was five years later in the professional 
class than in that of farm-workers, the age rising in both city-dwellers and 
country-dwellers with social status, and the interesting point comes out that 
the decline in fertility with advancing age at marriage was more rapid in the 
lower classes than in the upper classes. The fertility-rate of marriages between 
the ages of 25 and 30 years in ail social grades of city dwellers was practically 
equal, and above that age the inverse relation with social rank, so definite 
for women married before the age of 20, became a direct one. The data 
were insufficient to determine the cause of this shift with advance in age 
at marriage, but the suggestion is made that the later age of marriage in 
the upper classes offers less inducement to family limitation, whereas the 
early and perhaps impecunious marriages would be especially subject to 
voluntary control. The proportion of childless marriages varied directly 
with social status in both country and city, but was decidedly higher in the 
latter. 

There are investigations of a similar kind from Sweden, Germany, 
Belgium, and Holland; the one from Germany showed that the academic 
classes (Professors in Universities and High School Teachers) did not 
maintain their numbers in two generations; producing the mournful con- 
clusion that ‘‘the condition is that of a moribund community.’’ One com- 
munication differs from the others by producing figures from Stockholm, 
from which it appears that fertility there is increasing in the well-to-do 
classes and diminishing in the wage-earning classes, childless marriages being 
more frequent in the latter. 

The question ‘“‘Has the Reproductive Power of Western Peoples 
Declined?’’ is discussed in another paper from the U.S.A., and the sug- 
gestion is made that cultural evolution is interfering with normal racial 
reproduction, and that the improved social status of woman has not been 
all clear gain to her and may entail loss to the race. Correlation between 
decline in the birth-rate and increase of neurasthenia, insanity, suicide, and 
other signs of mental overstrain is noted, but the paper ends optimistically 
on the note that ‘‘There seems no reason to doubt the possibility of a 
restoration of the birth-rate when and if the cultural opportunity develops.”’ 
Its falling birth-rate is exercising the mind of America, if the number of 
communications regarding it in these Proceedings is any criterion. The 
well-known statistician of the Metropolitan Life Insurance Company of New 
York, Dr. Dublin, and Professor Whelpton, of the Scripps Foundation, 
arguing from the curves of the fall and from the declining proportion of 
younger persons in the age-composition of the population, calculate that 
in four or five decades increase will cease, the population become stabilized 
and thereafter diminish, if conditions continue as they are. Professor 
Whelpton makes some interesting speculations on the disturbing conse- 
quences on commerce, industry and progress generally from the increasing 
proportion of older members in the community. 

More than enough has been selected to indicate the many matters of 
interest to obstetricians in these Proceedings of one meeting only. But 
there are many other aspects from which the problems of population are here 
regarded—in relation to food-supply, employment, migration and such like, 
together with reports from committees on specific problems. Save for some 
of the statistical papers in the realms of higher mathematics, they are all 
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of interest. The one suggestion we would offer is that a summary of the 
conclusions to be drawn from each paper should be obligatory, and not left 
to the whim of the author. je SB 


“Review of Urology in Women, a handbook on Urinary Diseases in the 
Female Sex,’’ by E. CATHARINE Lewis, M.S. (Lond.), F.R.C.S. (Eng.). 
Surgeon to the Royal Free Hospital. Surgeon and Urologist to the 
South London Hospital for Women. Published by Balliere and Co., 
London, 1932. Price 6s. 

Miss Lewis is to be congratulated on breaking new ground in being the 

first of her sex to write a book on urology. It is perhaps fitting that this 

should be so for she was also the first lady to hold the appointment of 
clinical assistant at St. Peter’s Hospital for Urinary Diseases, Covent 

Garden. 

“Urology in Women,’’ as the preface states is not a complete treatise 
on diseases of the urinary organs, but is intended to emphasize those points 
which have a particular application in women patients. 

A happy feature is the description of a case in the practise of the author 
to illustrate the account of the symptoms and treatment of each disease. 

The chapter on diseases of the urethra is excellent though it is a pity 
that more emphasis is not laid on the advantages of radium irradiation for 
carcinoma over certain maiming surgical procedures. The statement that 
experience seems to prove in these cases that the prognosis is a very poor 
one cannot be accepted as correct. 

The description of extroversion of the bladder is also not quite accurate. 
It is stated that there is no sign of the urethra and the front part of the 
pubic bones is missing. There is most certainly evidence of the presence 
of portions of the urethra in these cases and no part of the pubic bones 
is missing. What happens is that the two pubic bones fail to unite in 
the middle line. Apart from these slight errors the section which deals with 
the bladder is comprehensive and contains some beautiful illustrations. 

A study of the chapter on diseases of the ureter reveals the author at 
her best. She describes accurately the mishaps which may occur to the 
ureter in operations upon the pelvic organs, and indicates the methods which 
must be adopted to remedy them. In a short paragraph on the effect of 
pregnancy upon the ureters the statement is made that these ducts dilate. 
What really happens is that the whole of the upper urinary tract, including 
the kidney, undergoes hypertrophy. 

The last section of the book, and the shortest, is confined to the kidney. 
This again contains two striking illustrations, one of chronic pyelonephritis 
and the other pyonephritis. The description of pyelitis of bacillus coli 
origin is rather sketchy, and might have been discussed in greater detail 
in view of its frequent occurrence among women. 

Miss Lewis has written ‘‘Urology in Women’’ in an attractive style, the 
print is large and the illustrations extremely good. Both the author and 
the publishers are to be congratulated on its production. 


“‘The Doorkeeper and other Poems,’’ by JoHN W. Tay tor. Third edition, 
with additional poems, edited by PAULINE TaYLor; with a foreword 
by CHarLEs GorE, D.D. Published by Longsman, Green and Co., 
Ltd., 1932. Price 6s. 

THE literary work of a surgeon is worthy of notice in a medical journal 
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even when that work is not medical; for it helps towards the better under- 
standing of its author’s character. 

Many who knew John W. Taylor personally, or by repute, as a brilliant 
and original-minded surgeon were doubtless at first surprised by the dis- 
covery of another and strongly-marked aspect of his talents. The realiza- 
tion that he was a poet of no mean order would not have enhanced his 
reputation as a surgeon, but it enlarges and gives warmth to our apprecia- 
tion of him as a man. 

The poem from which this collection derives its title is an indication of 
the prevailing bent of the poet’s mind. He was deeply religious and 
devotional, and nearly all his poems show these characteristics. In a few 
of them the religious motif is in abeyance, and of these we would single 
out for special notice the exquisite poem ‘‘Carcassonne.”’ 

The medical side of him is blended with the poetical in ‘‘The Spiritual 
Surgeon,’’ and of even greater beauty is ‘‘The Refusal of Life (Race 
Suicide),’’ some stanzas of which we cannot resist quoting: 


In the Garden of God his soul grew clear, 

I watched it grow 

As the daintiest blossom, slender and dear, 

That the spring winds blow. 

He looked in God’s face with a glad surprise, 

Sweet to behold, 

And blue was the gleam of the baby eyes, 

His hair was of gold. 

I heard the voice of an angel call 

‘‘To whom shall I give 

This fairest, dearest blossom of all, 

That God’s flower may live? 

Where are father and mother to hold him, 

Give of their best to him, keep and enfold him 
Close to their hearts through the age and the ages? 
The Highest will bless them and pay them their wages.’’ 


The Angel moved to the bourne of Earth: 
Safe in his hands 

He carried the gift of a human birth 

To the far-off lands. 


But all refused him. They would not take 
One burden more 

The parents hid for their Comfort’s sake 
Behind the door. 

They reasoned in secret: ‘‘we dare not face 
Misfortune here 

For ourselves we care, and not for the race. 
We fear, we fear.’’ 

The little hands beat on the window-pane, 
Dear little brother, 

You never will see his face again, 

Mother, O Mother! 


IT3 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


The blue eyes shining like stars, but wet 

With gathering tears, 

The gold-crowned head I can never forget, 
The raised baby-arms you will never forget, 
Through all the years. 


Taylor’s poems had a message, as he himself felt that they had; and 
that message is worth hearing in these, as in other days, for it is one of 
faith and of hope. 

AL BoG. 


“The Practical Medicine Series: Obstetrics,’’ edited by JosepH B. DE 
Lee, A.M., M.D. ‘‘Gynaecology,’’ edited by J. P. GREENHILL, B.5S., 
M.D., F.A.C.S. Series 1931. Published by The Year Book Publishers, 
304 South Dearborn Street, Chicago. 

TuHIs small book is one of the eight volumes published on the year’s pro- 

gress in medicine, surgery, obstetrics and gynaecology. It contains a wealth 

of recent knowledge, and will prove of considerable value especially to 
those who are particularly interested in gynaecology and obstetrics, and 
who find it almost impossible to keep pace with the efflux of literature. 
The book consists of a collection of abstracts from papers published 
during the preceding year, and arranged in a recognized order as in 
standard textbooks. The value of these papers is greatly enhanced by 
comments from the editors. The bibliography is conveniently placed at 
the foot of the respective page and a list of authorities in alphabetical order 
completes the book. The work is well illustrated, and the microphotographs 
are excellent. Altogether it is an admirable book. 
D. MacLeod. 


‘“‘The Critical Age of Women,’’ by WaLTEeR M. GALLICHAN. Published by 
Noel Douglas (London). Price 4s. 6d. 

In this little book the author lays emphasis on the importance to mental 

and bodily health of a well-regulated conjugal life, and the evils which so 

often follow on ignorance of the normal bodily functions in women. 

It is a book which undoubtedly will be of value to women approaching 
the critical period, and to the practitioner who is so often called upon at 
this time. ? 

The book is written in an easy style and is scientific without being too 
technical. 

D. MacLeod. 





Review of Current Literature. 


Tus Review will contain the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynzecology of the British Empire’? exchanges :— 


British.—The Lancet; British Medical Journal; The Cancer Review : 

Canadian.—The Canadian Medical Association Journal; Bulletin Médica! 
de Quebec. 

Australian.—Medical Journal of Australia. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics. 

French.—la Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles-Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gyniakologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynakologie; Miinchener Medizinsche Wochenschrift. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current literature throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ARSTRACTORS. 

London: J. Beattie, F.R.C.S.; A. C. Bett, F.R.C.S.; J. LYLE 
CAMERON, I°.R.C.S.; R. L. Dopps, F.R.C.S.;  R. C. LIGHrwoop, 
M.D.; D. H. MacLeop, F.R.C.S.; J. A. Moore, M.B.; C. D. Reap, 
F.R.C.S. (Edin.); F. Rogues, F.R.C.S.; G. W. THeEosaLp, F.R.C.S. 
(Edin.); A. WALKER, F.R.C.S.; A. J. WRIGLEY, F.R.C.S. 


Huddersfield: W. E. Crowtnuer, M.B. 
Leeds : R. H. B. ADAMSON, M.D. 
Liverpool: M. Datnow, M.D.; P. Mapas, F.R.C.S. 
Sheffield: W. W. KiNG, F.R.C.S. 
Glasgow: JANE H. FILsnuu. 
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The Biochemical Journal. 


Vol. xxvi, No. 5, 1932. 
*Mineral metabolism during pregnancy and lactation. K. U. Toverud and 

G. Toverud. 

° 
MINERAL METABOLISM DURING PREGNANCY AND LACTATION. 

The authors, in their investigations on the calcium, phosphorus and 
vitamin content in the dietary of pregnant women, state that on an unregu- 
lated diet a negative calcium and phosphorus balance arises towards the 
later part of pregnancy. With a high intake of calcium and phosphorus 
this balance may become positive if vitamins A and D are added to the 
dietary. Pregnant bitches fed on diets containing little calcium, phosphorus 
and vitamin tended to develop osteomalacia during gestation and lactation; 
osteoporotic and rachitic manifestations were present in the litters. The 
authors’ conclusion is that cod liver oil, even when present in sufficient 
amounts during foetal life and lactation, cannot protect the bones from 
undergoing extreme osteopathic changes when the mineral content of the 
diet is low. Vitamin D controls the calcification of the skeleton by dissolving 
and decomposing the bone salts. The amount of calcium and phosphorus in 
the diet determines the retention, or otherwise, of these elements; vitamin 
D controls their intermediary metabolism. 

J. A. Moore. 


Journal of Hygiene. 


October, 1932. 
‘The spermicidal powers of chemical contraceptives. A comparison of 
human sperms with those of the guinea-pig. J. R. Baker. 


THE SPERMICIDAL POWERS OF CHEMICAL CONTRACEPTIVES. A COMPARISON 
oF HUMAN SPERMS WITH THOSE OF THE GUINEA-PIG. 

The spermicidal powers of toluquinone, hexyl-resorcinol, orthovanillin, 
sodium-oleate, chinosol, potassium borotartarate, and borax, in known 
dilutions, were tested against suspensions of human sperms in human semen, 
guinea-pig’s sperms in buffered glucose saline, guinea-pig sperms in human 
semen; the least concentration of the substance which imobilized the sperms 
was estimated microscopically, this concentration is known as the ‘“‘killing 
concentration.” 

A table is published showing the various killing concentrations of the 
drugs investigated. Toluquinone was found to be the most toxic, and borax 
failed to kill in dilutions of two per cent. 

The experiments showed that there is a close parallel between human 
sperms and guinea-pig’s sperms in spite of the difference in size and form, 
and that both types of sperms are affected by chemicals almost to the same 
degree. On account of the similarity between the two types of sperm it 
appears legitimate to use guinea-pig’s sperms suspendsd in human semen 
as these sperms are more highly active and remain more active than human 
sperms in human semen. The experiments also showed that there must be 
a substance present in human semen which protects human and guinea- 
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pig’s sperms against certain chemicals, especially sodium 
vanillin, and potassium tartrate. 
The table is as follows: 


oleate, ortho- 


TABLE. 
SHOWING THE KILLING CONCENTRATION OF VARIOUS DxUuGs. 
Guinea-pig’s 

Human sperms sperms in 


Guinea-pig’s 
in human buffered 


sperms in 
semen glucose saline human semen 
Toluquinone ane 1/512 1/512 I 


Hexyl-resinorcinol 1/64 I 
Orthovanillin 20 1/8 
Sodium oleate eee 1/2 
Chinosol ir 1/2 


I 
I I 
I I 


ee I I 
Potassium borotartrate 2 2 2 


Borax «so «sen ©=Baalsitotlall Fails to kill Fails to kill 
at 2 per cent at 2 per cent at 2 per cent 


J. A. Moore. 


The Journal of Clinical Investigation. 


November, 1932. 
*The urea clearance test in toxaemia of pregnancy. D. Hurwitz and 

W. R. Ohler. 

THE UREA CLEARANCE TEST IN TOXAEMIA OF PREGNANCY. 

At present a certain method of estimating the renal function is not 
known; the changes in blood-chemistry, which will differentiate between 
toxaemia of pregnancy and chronic nephritis and demonstrate the return of 
renal function after severe toxaemia or eclampsia, are uncertain. The urea 
clearance test of Van Slyke is the most accurate test. The other tests are 
the estimation of the non-protein nitrogen, uric acid and urea nitrogen in 
the blood. The authors’ cases were classified into toxaemic, chronic 
nephritic, eclamptic, and normal pregnant control groups. The _ tests 
employed were :— 

1. Non-protein nitrogen (Folin’s method). The blood normally contains 
25 to 4o milligrammes per 100 c.c.; during normal pregnancy it contains less. 

2. Uric acid (Folin’s and Benedict’s method). The normal figure is from 
2.5 to five milligrammes per 100 c.c. of blood. 

3. Urea nitrogen (Van Slyke’s method). The upper limit normally is 
23 milligrammes per 100 c.c. of blood; during normal pregnancy the upper 
limit is 12.5 milligrammes per too c.c. of blood. (Folin and Benedict say 
five to nine milligrammes per 100 c.c. of blood.) 

4. The one-hour test. A thousand cubic centimetres of water are given 
at 8 a.m., the patient having fasted since the previous evening, and speci 
mens of urine are collected hourly until 1 p.m.; at 4 p.m. and 6 p.m. the 
quantity of urea is estimated. Normal specimens contain between 1.003 
and 1.024 per cent of urea. A litre of water should be excreted during the 
first four hours. Normal pregnant women concentrate to 1.024 per cent. 
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5. The phenolsulphonephthalein test. The dye is given intramuscularly 
after the patient has emptied her bladder. The urine is collected after two 
hours, and the concentration of the dye is estimated colorimetrically; 55 
per cent of the dye should be excreted. 

6. The urea clearance test. The patient is not allowed to eat or drink 
after midnight. At 7.45 a.m. 200 c.c. of water are given; at 8 a.m. the 
bladder is emptied; at 9 a.m. the blood-urea is estimated; at 10 a.m. the 
bladder is emptied. The urea in the blood and urine is estimated by Van 
Slyke’s methods, and the result expressed as a percentage of the normal 
clearance (vide tables). The lower limit of the normal is 86 per cent. 


A summary of the investigations. 

The blood-chemistry, the phenolsulphonephthalein test and the one-hour 
test did not help in differentiating between chronic nephritis and acute 
toxaemia of pregnancy. 

One hundred and three urea clearance tests were performed on 64 
patients in normal pregnant, toxaemic, eclamptic, toxaemic with previous 
pregnancy, and chronic nephritic groups. 

The urea clearance test agreed with the clinical diagnosis. It was found 
to be higher than normal during normal pregnancy, normal in toxaemic 
patients, decreased in eclampsia, and, fairly consistently, low in chronic 
iephritis. 

The above data suggest that there is a correlation between a high urea 
clearance and a low blood-urea during normal pregnancy. The urea clear- 
ance test appears to be helpful in the differentiation of the various renal 
disorders during pregnancy. 

J. A. Moore. 


The Canadian Medical Association Journal. 
Vol. xxvii, No. 1, July, 1932. 
*Sodium amytal and its use in the treatment of eclamptic convulsions. 
G. L. Watt. 
*A dermoid tumour of the ovary. F. Marlow. 


Vol. xxvii, No. 2, August, 1932. 
*A method for the removal of the cervix in classical hysterectomy. C. M. 
Carruthers. 


Vol. xxvii, No. 3, September, 1932. 
*A rationale for the cause and treatment of toxaemia of pregnancy. G. J. 
Strean. 


SopIUM AMYTAL AND ITS USE IN THE TREATMENT OF ECLAMPTIC CONVUL- 

SIONS. 

During the 30 years since veronal, the first of the barbiturates, was 
discovered, luminal and, lately, amytal have been tried. The latter was 
found to be a powerful hypnotic and to produce surgical anaesthesia in 
animals. In 1928 it was tried on man, intravenously, for the production of 
anaesthesia. Widespread clinical trials followed, and it was noted to have 
a controlling effect on convulsions due to any cause and especially on those 
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resulting from cocaine poisoning. Sodium amytal was first used in the 
treatment of eclamptic convulsions in 1929. From a study of investigations 
made into its physiological action in ordinary doses, it does not appear to 
have any effect on metabolism, does not injure the kidneys or other viscera, 
and is quickly destroyed in the body. It is not known how it is excreted. 
The sodium salt is the one chiefly used in the series of cases reported; it 
was administered orally, intramuscularly and intravenously. The last- 
named method was the one preferred; the initial dose was between seven 
and a half grains and nine grains. It was founc to be important to give 
the drug very slowly, timing the administration by the clock, not more 
than one cubic centimetre of a 10 per cent solution was given per minute. 
The effects were immediate; twitching and convulsions ceased, the breath- 
ing became quiet and less stertorous. The drug was used only to control 
convulsions, the routine treatment of eclampsia, such as gastric and colonic 
lavage, purging with magnesium sulphate and the induction of labour were 
also carried out. The series of cases studied is small, consisting of only 
seven cases; but in three, special points seem to be brought out. The first 
patient with high blood-pressure, oedema and albuminuria suddenly went 
into coma with intervals of uncontrollable maniacal frenzy. Half a grain 
of morphia was given without any result. Nine grains of sodium amytal 
were given an hour later and the patient remained quiet for nine hours. 
A bag was inserted without any other anaesthetic drug. She again became 
difficult to manage and was given six grains of sodium amytal. Four 
hours later a living child was delivered. The mother and child were dis- 
charged well six weeks after the patient’s admission to hospital. In the 
second case convulsions had developed and persisted after three doses of a 
quarter of a grain of morphine had been given, and the respirations had 
fallen to 12 a minute. She was given nine grains of sodium amytal and 
became quiet. A bag was inserted under gas-oxygen anaesthesia, following 
which six grains of sodium amytal were administered. Six hours later the 
child was delivered by the forceps after manual rotation of the head, which 
was presenting with the occiput posterior and on the right, under gas- 
oxygen anaesthesia. She did not have any more convulsions and was dis- 
charged with her baby in 16 days. The third case was one of convulsions, 
in which labour lasted for three days. On admission on January 5th five 
grains of sodium amytal were administered; the convulsions ceased. On 
January 6th a bag was inserted; on January 7th she went into labour and 
had a convulsion. Five grains of sodium amytal were given and the 
patient became quiet for five hours, when another convulsion occurred and 
five more grains of sodium amytal were given. She improved from this 
time, did not have any more convulsions and was delivered on January gth. 
A note of warning is sounded: sodium amytal should only be given in 


convulsions and restlessness bordering on mania, never as a prophylactic, 
as it may mask developing coma. 


A DerMoip TUMOUR OF THE Ovary. 

A spinster, aged 27, had two severe attacks of pain in the right iliac 
region, an interval of two weeks intervening. There was tenderness and 
resistance over the right iliac fossa and hypogastrium. An X-ray photo- 
graph showed two small shadows near the region of the right ureter. A 
second X-ray photograph showed these shadows nearer to the middle line. 
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There was difficulty in voiding urine. On bimanual rectal examination a 
pelvic tumour was felt on the right side of the pelvis, pushing the uterus 
back. On removal it proved to be a typical dermoid cyst with torsion of 
the pedicle. An X-ray photograph of the excised cyst showed the previous 
shadows in sharper definition and one or two smaller ones. The writer 
points out that the X-ray photograph, considered before a complete clinical 
examination of the patient was made, really confused the diagnosis. He 
urges the importance of taking a careful history, of duly weighing the 
symptoms in their order and their kind, the complete and careful clinical 
examination cf the patient, especially as this applies to gynaecology. 


A METHOD FOR THE REMOVAL OF THE CERVIX IN CLASSICAL HYSTERECTOMY. 

Supravaginal hysterectomy is a simpler and safer operation than total 
hysterectomy; but it leaves the cervix, a source of discharge and a poten- 
tial site of carcinoma. Excavating the cervix leaves the same conditions. 
The essential points of the author’s operation are: a circular incision round 
the cervix at the level of the vaginal vault, which deepens into the cervicai 
tissue; gentle traction on the uterus and carrying the incisions down in the 
tissue of the cervix parallel to it. Counter-traction peels off the cervix. 
When the mucosa is reached a stay suture is passed through the vagina 
below its attachment and the vagina is divided with curved scissors. Hae- 
morrhage is controlled. A drainage tube is passed through the vagina. 
Raw areas are reperitonized. This operation replaces classical total hysterec- 
tomy. It removes the whole cervix, leaving only the small part to which 
the ligaments are attached and which, afterwards, supports the vaginal 
vault. Careful pre-operative cleaning of the vagina is essential. 


A RATIONALE FOR THE CAUSE AND TREATMENT OF TOXAEMIA OF PREGNANCY. 

It is assumed that the cause of toxaemia of pregnancy, especially 
hyperemesis gravidarum, is a reaction to a foreign protein and it is con- 
cluded that some of the qualities of this protein are handed to the foetus 
from the paternal side. It is frequently found that the baby’s blood is of 
a different group from that of the mother and, being so, it is possible that 
other elements in the foetus may differ from those of the mother and may 
cause a reaction similar to that produced by introducing a foreign protein 
into her body. Acting on this assumption, the author has treated hyper- 
emesis by a method of desensitization similar to the methods used in foreign 
protein desensitization; the results have been encouraging. Cases of hyper- 
emesis which failed to improve under the usual treatment have been com- 
pletely cured by the intramuscular injection of 1o to 20 cubic centimetres 
of the husband’s blood. 

Flexner, in 1922, reported finding agglutinated red blood-cell thrombi in 
the livers of patients dying of eclampsia. These lesions resembled the find- 
ings in cases of death from the reaction to the transfusion of incompatible 
blood. Pearce produced similar lesions in dogs by injecting strongly 
agglutinated dog’s serum. Dienst, in 1905, injected methylene blue into 
the umbilical cord of the newborn, before it was cut, and recovered it from 
the mother’s urine. This experiment shows that foreign substances pass 
from the foetal circulation into the mother’s blood. McQuarrie reported 
incompatibility in 75 per cent of toxaemic cases and in 10 per cent of normal 
cases. Edgecombe showed by studying changes in the titre of the mother’s 
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blood that foetal receptors pass into the maternal circulation and provoke 
an increased formation of agglutinins. The greatest rise is found when the 
baby is of a different blood group from that of the mother and after delivery 
the titre returns to normal. The author, by injecting 10 or 20 cubic centi- 
metres of fresh blood from the husband’s vein into the muscles of the 
mother, cured pernicious vomiting in 15 out of 19 cases. The other four 
cases were improved. A short table of data is given. 


J. Lyle Cameron. 


The Medical Journal of Australia. 


June 18, 1932. 
Report on a case. Scarlet fever in the puerperium. G. H. Cashmore. 
June 25, 1932. 
“Report on a case. Amenorrhoea with response to hormone therapy. 
D. Thomas. 
August 6, 1932. 
*Report on a case. Eclampsia with amaurosis due to detachment of the 
retinae. W. L. Crowther. Haematometra and uterine maldevelopment. 
I. Graham and C. Anderson. 
August 13, 1932. 
Report on a case. Puerperal insanity. S. J. Cantor. 


AMENORRHOEA WITH RESPONSE TO HORMONE THERAPY. 

The author reports a case of amenorrhoea and increasing obesity of 18 
months’ duration in a girl aged 21 who was successfully treated with 
agomensin (ciba). So long as she was taking the drug menstruation occurred 
regularly and she lost weight. If she omitted the treatment the symptoms 
returned. The response to the drug in this case was pronounced. 


EcLAMPSIA WITH AMAUROSIS DUE TO DETACHMENT OF THE RETINAE, 

This was a case in which there was severe albuminuria of pregnancy 
and increasing dimness of vision. Labour was surgically induced, and four 
hours later the patient had an eclamptic fit, afterwards becoming com- 
pletely blind. The condition gradually improved. There was detachment 
of both retinae due to the acute oedema, followed by re-attachment as 
the oedema subsided. The prognosis, as regards vision, is undoubtedly poor 
and the patients should certainly avoid further pregnancies. Despite such 
a degree of toxaemia, the child was alive and has made progress. 

D. H. MacLeop. 


The American Journal of Obstetrics and Gynaecology. 


April, 1932. 
ORIGINAL COMMUNICATIONS. 

*The value of the various kidney tests in the differentiation of the toxaemias 

of pregnancy. H. Stander, P. Ashton and J. Cadden. 
*Microscopic cerebral haemorrhage in stillbirth and neonatal death. 

Hemsath and M. Canavan. 
*Osteomalacia in pregnancy. W. Dieckmann. 
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*Menorrhagia due to hypothyroidism. W. Waters and G. Williams. 
*The induction of labour at term. J. Siemons. 

An analysis of 158 cases of placenta praevia. H. Moskowitz. 

*The Caesarean section statistics for the City of Portland, Oregon, from 
1926 to 1929. T. Adams. 
*A study of the menstrual histories of 2,282 university women. R. Boynton. 

The obstetric transverse diameter. W. Stude and V. Scherman. 

*Anaerobic streptococci in the vagina of normal clinic patients. S. Soule 
and T. Brown. 

Report of 535 consecutive cases of mid and high forceps. H. Acken. 

The importance of the posture of the cardiopath during pregnancy and 
labour. L. Rudolph. 

Placenta circumvallata. A theory of formation including the relation to 
normal placenta, to placenta marginata and to placenta membranacea. 
(Preliminary report). R. Torpin. 

The bacteriology and pathology of chronic cervicitis. H. Maryan. 

Some observations on the Aschheim-Zondek test in the diagnosis of 
pregnancy. M. Davis and H. Ferrill. 

*Diathermy in the treatment of gonococcal cervicitis and urethritis. T. 
Williams. 

Tuberculous endometritis. Report of cases. A. Heinrich. 

*Endometroid heterotopia of the umbillicus. O. Longwood. 

Dystocia due to contraction rings of the lower uterine segment with a 
report of three cases. J. Wallace. 

*Oral administration of sodium amytal in eclampsia. E. Hamblen and D. 
Hamblen. 
Ascending intra-uterine polypus. R. Lifvendahl. 


*Spontaneous rupture of the uterus and three and a half months’ gesta- 
tion. R. Smylie. 

Intrapelvic tubal insufflation syringe. F. Sovac. 

*A clinical estimation of thytuitary as an obstetric aid. R. Wiesen. 

An atomizer for vaginal antisepsis during labour and vaginal medication 
in gynaecological practice. C. Ziegler. 

Selected abstract. Physiology of pregnancy. 


May, 1932. 
ORIGINAL COMMUNICATIONS. 


*The passage of sperms and eggs through the oviducts of the rabbit and of 
the human being with a consideration of Sampson’s theory of haemorr- 
hagic or chocolate cysts. G. H. Parker. 

Maternal mortality and the mercurochrome technique. H. W. Mayes. 

The age distribution of 15,370 obstetric patients and its effect upon the 
type of delivery. C. H. Peckham. 

A new analysis of duration of pregnancy data. H. Hotelling and F. 
Hotelling. 

Eclampsia without convulsions or coma. W. J. Dieckmann and C. Wegner. 
A study of blood and urinary amylase in pregnancy and its late toxaemias. 
A. N. Arneson and K. C. Morrin. 
Blood chemistry study in normal pregnancy and eclamptogenic toxaemia. 
S. Kaplan. 
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*An analytical study of 1,000 cases of Caesarean section. M. Courtiss and 
J. C. V. Fisher. 

*The relation of amenorrhoea accompanied by genital hypoplasia to the 
follicular hormone in the urine. R. Kurzrok and S. Ratner. 

*The excretion of oestrin during pregnancy. D. Edwards. 

The therapeutic value of amniotin in the menopause. S. H. Geist and F. 
Spielman. 

The therapeutic value of theelin in the menopause. S. H. Geist and F. 
Spielman. 

A further study of the anterior pituitary sex hormones. S. D. Soule. 

The Aschheim-Zondek reaction in rabbits. F. J. Schoeneck. 

Modifications of the hormone tests for the diagnosis of pregnancy. R. 
A. Lifvendahl. 

A comparison of the sedimentation and Ruge virulence tests in 150 gynae- 
cological cases. W. A. Simunich. 

The unreliability of laboratory aids in the diagnosis of gonorrhoea in 
women. <A. Jacoby. 
Some observations concerning erythematous eruptions simulating scarlet 
fever developing in the puerperium. P. F. Stookey and C. M. Downs. 
The effect of sodium iso-amylethyl barbiturate (sodium amytal) when used 
as an obstetric analgesic and anaesthetic upon the newborn child. B. S. 
Littell. 

Bacteriology of newborn with special reference to haemolytic streptococci. 
L. J. Arles and M. S. Shaffer. 

Report of a case of sympus apus, a rare foetal anomaly. R. A. Reis and 
Jj. E Baer. 


*A preliminary report on the use of sodium amytal and scopolamine anaes- 
thesia during labour. H. B. Nelson. 

The value of kidney visualization in pregnancy. E. L. Cornell and C. H. 
Warfield. 


Collective review. A critical review of the obstetric literature of 1931. 

J. P. Greenhill. 
June, 1932. 
ORIGINAL COMMUNICATIONS. 

*Polyneuritis gravidarum a ‘“‘presumable’’ 
Wilson and P. Garvey. 

The influence of age and colour on the maternal and foetal death. C. H. 
Peckham. 

*The bromsulphalein test for liver function in toxaemias of pregnancy. 
J. M. Freiheit. 

The calcium and inorganic phosphorus content of prenatal and post-partum 
serum. J. W. Mull and A. H. Bill. 

*The coagulability of the blood in pregnancy. P. B. Bland and L. Goldstein. 

The lower segment Caesarean section, or coelioisthomotomy. A preliminary 
report. P. d’Acierno. 

~ Malignant ovarian neoplasms. C. C. Norris and D. F. Murphy. 

The end-results of radium therapy in carcinoma of the cervix. F. E. 
Keene and R. A. Kimbrough. 

The specific gravity of the blood in pregnancy and in the puerperium. D. 
Polowe. 

Intraperitoneal haemorrhage of ovarian origin. N. B. Sackett. 
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The investigation of sterility. F. E. Keene and F. L. Payne. 

Nupercain in spinal anaesthesia. H. G. Holder. 

*The use of sodium isoamylethylbarbiturate (sodium amytal) in the treat- 
ment of eclampsia. E. L. King; G. A. Mayer and T. B. Ayo. 

Some practical aspects of hypothyroidism. S. D. Breckinridge. 

Symmetrical cortical necrosis of the kidneys in pregnancy. C. G. Warner 
and J. T. Hibbitts. 

Delayed chloroform poisoning. H. J. Stander. 

*Leukoplakia of the uterine cervix. O. S. Kretschmer. 

The modification of the Aschheim-Zondek test by the use of blood-serum. 
Preliminary report. A. E. Laszlo. 

Atresia ani vaginalis. J. E. Potts. 

Report of a case of lithopoedion carried for 40 years. L. S. Otell. 

An unusual case of ectopic gestation. E.G. Waters. 

Report of a case of ovarian pregnancy. B. J. Moon and F. W. Mulsow. 

A report of a case of hydrops universalis foetalis. C. A. Gordon. 

A perineal retractor in breech deliveries. R. E. Seibels. 

Improved receiving table for the newborn. H. Stuckert. 

*A report of a case of chorion-epithelioma followed by the Friedman test. 
M. E. Lapham. 

Collective review. A critical review of the obstetric literature of 1931. 
J. P. Greenhill. 


July, 1932. 
ORIGINAL COMMUNICATIONS. 

The foundation of an endocrine clinic for the study and treatment of 
amenorrhoea, uterine bleeding, and sterility. B. M. Anspach and J. 
Hoffman. 

The cardiac output in pregnant women. H. J. Stander and J. F. Cadden. 

Biochemical studies of human semen. Part III. Factors affecting the 
migration of sperms through the cervix. E. G. Miller and R. Kurzrok. 

Intracranial birth injuries. E. C. Hughes. 

Transverse lie. N. J. Eastman. 

Occipito-posterior position and transversely contracted pelvis. H. Thoms. 

*Leucoplakia of the cervix uteri. A manifestation of early malignant 
change. K. H. Martzloff. ‘ 

Abdominal Caesarean section in Detroit in 1930. W. F. Seeley. 

An analysis of 1,000 obstetric case histories. C. B. Lull. 

End-results after excision of the cervix interpreted from pathologital 
findings. S. A. Wolfe. 

Syringomyelia complicating pregnancy and labour with report of a case. 
J. C. Yaskin and I. Andrussier. 

An analysis of a series of 82 cases of ectopic pregnancy. L. C. Scheffey, 
T. R. Morgan and C. M. Stimson. 

*The use of sodium amytal in labour. M. M. Shir and I. Daichman. 

Adenocarcinoma of the cervix in a 22 months’ old child. L. C. Scheffey. 
and B. L. Crawford. 

A study of the predisposing causes of breast abscess. F. B. Smith. 

*Labour in elderly primiparae. I. Daichman. 


Report of an unusual case of leiomyosarcoma occurring in the urinary 
bladder. H. Krauskopf. 
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Pregnancy in one horn of a bicornute uterus following extirpation of the 
other horn. A. H. Aldridge. 

Report of a case of triovular triplets. A. H. Aldridge. 

An improved uterine dilator. W. D. Fullerton. 

A modified adhesive dressing. J. M. Lobsenz. 

Selected abstract. Physiology of pregnancy. 


August, 1932. 
ORIGINAL COMMUNICATIONS. 


*The correlation between the development of the growth and the symptoms 
of the carcinomata of the uterine cervix. H. Schmitz. 

Five-year end-results in the treatment of cancer of the uterine cervix at 
the Barnes Hospital. Q. U. Newell. 

The modified Aschheim-Zondek test. P. F. Schneider. 

Observations on secondary anaemia during pregnancy. R. D. Mussey, C. 
H. Watkins, and J. C. Kilroe. 

A study of the deaths following 6,022 gynaecological operations. J. P. 
Greenhill. 

*Post-menopausal bleeding. A survey of 98 consecutive cases. A. E. Kanter 
and A. H. Klawans. 

Complete inversion of the uterus and cervix. L. E. Burch. 

Carcinoma and sarcoma co-existing in the same uterus. G. E. Cowles. 

A case of anaplastic carcinoma of the body of the uterus. R. A. Reis and 
M. Cutler. 

Urinary tract changes during late pregnancy and early in the puerperium. 
W. M. Mengert and H. P. Lee. 

*Acute anterior poliomyelitis complicating pregnancy. L. S. McGoogan. 

Radium therapy in uterine haemorrhage of benign origin. A clinical study 
of 105 consecutive cases. L. E. Phaneuf. 

The toxaemias of pregnancy with special reference to liver function. 
L. L. Mackenzie. 

Struma ovarii and intraligamentous cystic myoma in the same patient. 
Report of a case, with a brief comment on these rare neoplasms. J. I. 
Witherspoon. 

The Fothergill operation for the correction of uterine prolapse, with a 
report of end-results. F. H. Maier and W. J. Thudium. 

A study of foetal mortality. W. B. Harer. 

Reconstruction of the urethra. J. A. McGlinn. 

Primary carcinoma of the oviduct, with a report of two cases. W.S. Smith. 

Observations on the cyclical pelvic fluid in the female. A preliminary 
report. D. Bissell. 

The frequency and causes of premature birth. A report of 238 cases. 
D. P. Murphy and J. E. Bowman. 

*The use of external cephalic version in an outdoor maternity clinic. O. 
Glassman. 

Report of a case of utero-placental apoplexy in accidental haemorrhage. 
J. J. Hilton and J. C. Irwin. 

Collective review. A critical review of the gynaecological literature of 
1931. J. E. Lackner and S. S. Schochet. 

Selected abstracts. Pregnancy and disease. 
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THE VALUE OF VARIOUS RENAL FUNCTION TESTS IN THE DIFFERENTIATION OF 

THE TOXAEMIAS OF PREGNANCY. 

The majority of patients suffering from toxaemia of pregnancy fall into 
three types known as nephritic, pre-eclamptic and low reserve kidney. A 
great deal of confusion still exists in the diagnosis of these types. The 
authors, therefore, undertook a systematic study of the various tests for 
renal function upon 65 patients. They found that of the mosenthan, phenol- 
sulphonephthalein, diastase, thiosulphate urea concentration factor, urea 
clearance, guianidine and creatinine excretion tests, the last three proved 
of real value in the differentiation between mild nephritis and the other toxae- 
mias of pregnancy. A urea concentration below 80 per cent of the normal, 
and a creatinine excretion below 155 mg. in the first hour are strongly indi- 
cative of renal damage. 


Microscopic CEREBRAL HAEMORRHAGE IN STILLBIRTH AND NEONATAL DEATH. 

Hemsath and Canavan from a microscopical study of the medulla 
oblongata in stillbirth, and neonatal deaths found haemorrhages in 64 per 
cent of 53 post-mortems. In 12 cases the finding supplied a cause of death, 
which would, otherwise, have been lacking. 


MENORRHAGIA DUE TO HyPOTHYROIDISM. 

Walters and Williams contest the view commonly held that hypo- 
thyroidism is associated with scanty menstrual loss. They believe that 
menorrhagia is much more common, and that it can be efficiently treated 
with thyroid extract. They consider that the basal metabolic rate is not a 
reliable guide for thyroid deficiency, and that the diagnosis must be made 
by clinical acumen and clinical trial of thyroid extract. 


OSTEOMALACIA IN PREGNANCY. 

Dieckmann reports 12 cases of osteomalacia in association with preg- 
nancy. It is sometimes thought that the disease is rare, except perhaps in 
India and China, but Dieckmann points out that, in its earlier manifesta- 
tions, it is quite prevalent in America. He shows that the common 
aetiological factor in all cases reported from India and China is lack of 
sunlight or vitamin D. Estimations of the serum-calcium show that it may 
be high, low, or normal, depending upon the duration of the disease, or 
a change in the ratio of free and combined calcium. The most valuable 
diagnostic aid is the estimation of the calcium balance which is usually 
negative. The diagnosis, however, should be based on symptoms. X-rays 
are not helpful in the early cases to which the author confines himself. 

Hartley, in a recent report, ascribes the pain, insomnia and paraesthesia 
occurring in pregnancy to a calcium disturbance which Dieckmann believes 
were those of early osteomalacia. Green-Armytage and others mention 
intestinal disturbances, anaemia and girdle pains resembling gastric crises. 
Pain, numbness, and formication in the trunk or extremities have been 
noted frequently. The author mentions cramp, pain and mobility of the 
symphysis, and consequent difficulty in walking, as noteworthy symptoms. 

The diet of the pregnant woman should be carefully supervised so that 
it contains a minimum of 1.5 grammes of calcium, 2.0 grammes of phos- 
phorus and sufficient milk, butter, vegatables and fruit to give plenty of 
vitamin. The poorer classes should have this diet supplemented with 
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calcium and cod-liver oil. By this means, not only will the woman benefit, 
but the baby will be less liable to suffer from rickets, and its teeth will 
be less liable to decay. 


THE INDUCTION OF LABOUR AT TERM. 

The title of this paper is, as the author states, more comprehensive than 
it deserves. His method consists of Denman’s rupture of the membranes 
and the intranasal application of pituitary extract after the preliminary 
administration of castor oil and quinine. Slemons has employed this 
method in 132 cases, of which 100 were multiparae and 32 primigravidac. 
He has had no failures, no maternal deaths and one stillborn child. 


AN ANALYSIS OF 158 CASES OF PLACENTA PRAEVIA. 

Moskowitz finds, from an analysis of 158 cases of placenta praevia, that 
its incidence in the Jewish Maternity Hospital was one in 205 deliveries. 
The results of the methods of delivery in 157 cases are as follows: 
Mortality 

per cent 
14 


7 Spontaneous deliveries 
28 Ruptured membranes 
4 Bi-polar version 25 
77 de Ribes’ bag mo fey cess aS ee 5.2 
19 Internal version Oh Ee a eo 16.6 
5 Forceps ee ee, 
7 Breech presentation — 
10 Classical Caesarean sections 


kee 
The total morbidity for the series was 21 per cent, and the mortality, 


7.5 per cent. 


THE CAESAREAN SECTION STATISTICS FOR THE CITY OF PORTLAND, OREGON, 

FROM 1926 TO 1929. 

In this city 217 Caesarean sections have been performed in three years, an 
incidence of 1.12 per cent of births, with a gross maternal mortality of 
4,6 per cent, and a gross foetal mortality of 10.1 per cent. On correction 
the figures are reduced to 3.2 and 7.3 per cent respectively. 


A STUDY OF THE MENSTRUAL HISTORIES OF 2,282 UNIVERSITY WOMEN. 

Boynton has made use of the long-suffering University women for an 
investigation on the incidence of dysmenorrhoea. As there is no differentia- 
tion of the type or severity of the pain the statistics are not of great 
value. They show that 20.38 per cent of the girls had pain. Neither the 
amount of exercise taken, nor the size of the town from which they came 
had any relation to the dysmenorrhoea. Girls who habitually stoop are 
slightly less liable to dysmenorrhoea than those who carry themselves well. 
The percentage of dysmenorrhoea in the group classified as ‘“‘high strung’’ 
was lower than among normal women. The mean systolic blood-pressure, 
haemoglobin and height-weight ratios were lower in the dysmenorrhoeic 
group. 


ANAEROBIC STREPTOCOCCI IN THE VAGINA OF NORMAL CLINIC PATIENTS. 
In 207 cultures from the vaginae of normal pregnant women no anaerobic 
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haemolytic streptococci were obtained. Other forms of anaerobic strepto- 
cocci were found in 40 per cent of the cases and anaerobic growth of various 
organisms was found in 60 per cent of the patients examined. 


DIATHERMY IN THE TREATMENT OF GONOCOCCAL CERVICITIS AND URETHRITIS. 

Although satisfactory clinical and bacteriological results were obtained 
in 20 per cent of the 38 patients treated by diathermy for gonorrhoea, 
Williams believes that equally good results could have been obtained by 
simpler methods. He inclines to the opinion that any good results are 
due to the increased vascularity rather than to the heat destruction of the 
gonococcl. 


ENDOMETROID HETEROTOPIA OF THE UMBILLICUS. 

Longwood reports a case of this type in great detail. He is opposed 
to Sampson’s theory and considers that of Meyer more probable, but on 
the whole he feels that the evidence is in favour of ‘‘the origin of the 
tumour from primitive basal coelomic epithelial cells which may remain 
in post-foetal life scattered in the serous epithelium, and possessing the 
primary function of reproduction.’’ 


THE ORAL ADMINISTRATION OF SODIUM AMYTAL IN ECLAMPSIA. 

The authors believe that it may be inferred from six cases treated 
that eclamptic fits can be controlled promptly and completely without 
damage to the mother or child by the ora] administration of sodium amytal. 


SPONTANEOUS RUPTURE OF THE UTERUS AT THREE AND A Harr MOonrtus’ 

GESTATION. 

Excluding cases of infantile uteri, spontaneous rupture of the uterus, 
in a young, healthy primipara during the first four months of gestation 
is very rare. In the case reported a married negro girl of 19 was seized 
with acute abdominal pain after 14 weeks’ amenorrhoea. After the failure 
of domestic remedies a negro doctor was called in, who, having diagnosed 
a threatened abortion, took his fee and his departure. Eleven hours 
later the girl was sent into hospital, but died in 10 minutes. The _ post- 
mortem showed that the peritoneal cavity was full of blood. The intact 
amniotic sac was extending from a rupture at the fundus. The placenta 
was attached to the left lateral wall of the uterus. No information is 
given as to the thickness of the uterine wall. The muscle was normal. 
No cause is suggested for the rupture. There was not any evidence of 
attempts at the induction of abortion and no history of venereal disease. 


A CLINICAL ESTIMATION OF THYTUITARY AS AN OBSTETRIC AID. 
Wiessen has used the thymus and pituitary extract in 50 cases with good 
results. He uses doses of 0.5 to 1.0 C.c. 


THE PASSAGE OF SPERMS AND EGGs THROUGH THE OVIDUCTS OF THE RABBIT 
AND OF THE HUMAN BEING WITH A CONSIDERATION OF SAMPSON’S THEORY 
OF HAEMORRHAGIC CHOCOLATE CySTS. 

From observations made upon the oviduct of rabbits, Parker thinks 
that the upward movement of spermatozoa has nothing to do with their 
own motility. The segmental contractions of the Fallopian tubes cut off 
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compartments within which there is an internal circulation of spermatic 
fluid. Subsequent segmental contractions overlap so that fluid in the distal 
part of one segment becomes involved in the internal circulation of the 
new segment. Thus, bit by bit, portions of the fluid progress towards the 
abdominal ostium. By the same process fluid at the uterine end of a given 
segment tends to return to the uterus. 

The descent of the egg is thought to be brought about by the cilia, 
because from its size the cilia will have greater power over it apparently 
on the principle of ‘‘every little helps.’’ 

The compartment theory serves to explain the progression of menstrual 
blood through the Fallopian tubes, and thus to support Sampson’s theory. 


AN ANALYTICAL STUDY OF 1,000 CASES OF CAESAREAN SECTION. 

The authors have analysed 1,000 cases of Caesarean section. The total 
mortality for the classical operation was 7.81 per cent, and for the lower 
uterine segment operation it was 1.33 per cent. Contraction of the pelvis 
was the indication in more than a third of the cases. The mortality was 
highest in the group of toxic cases (18.6 per cent classical and 5.3 per cent 
lower uterine segment). 


THE RELATION OF AMENORRHOEA ACCOMPANIED BY GENITAL HYPOPLASIA TO 

THE FOLLICULAR HORMONE IN THE URINE. 

In this series of cases the excretion of follicular hormone in the urine 
was slightly greater than normal. Hence the administration of follicular 
hormone for therapeutic purposes should not, and did not, produce either 
cure or improvement in the clinical condition. 


THE EXCRETION OF OESTRIN IN PREGNANCY. 

Dorothy Edwards finds that oestrin is not excreted from the alimentary 
tract above the duodenum in large enough quantities to produce typical 
cornification of the vaginal mucosa. 


A PRELIMINARY REPORT ON THE USE OF SODIUM AMYTAL AND SCOPOLAMINE 

ANAESTHESIA DURING LABOUR. 

Nelson’s method is as follows: an initial dose of sodium amytal (gr. ix) 
in capsule is given by the mouth, followed in 30 minutes by scopolamine, 
gr. 1/1ooth. Small women require smaller doses of sodium amytal. An 
additional dose of sodium amytal (gr. iii) and scopolamine, gr. 1/150th, is 
given if labour lasts more than three hours, and this may be repeated in 
another three or four hours if necessary. 

The combination of drugs causes complete amnesia in the majority of 
cases. It does not slow labour or affect the baby. 


POLYNEURITIS GRAVIDARUM. 

Wilson and Garvey report three cases of polyneuritis in pregnancy associ- 
ated with profund mental disturbance, and, at the onset of the illness, 
with severe vimiting. 


Case 1.—A primigravida, aged 19, was admitted when four months’ 
pregnant, complaining of vomiting. Her memory was defective and her 
manner erratic. The urinary analysis was normal. The Wassermann re- 

I29 


















JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


action was negative. The blood chemistry was normal except for a slight 
increase in the carbon dioxide combining power. The vomiting stopped 
with the usual treatment and she was discharged in eight days, only to 
be readmitted a week or two later with progressive loss of power in the legs 
and hands, and pronounced mental changes. She was dull, disorientated 
and there was definite loss of memory for recent events. She had auditory 
hallucinations. On examination she was slightly jaundiced; there were 
nystagmoid movements of the eyes; weakness of the arms and legs was 
definite. The knee jerks were absent, and she complained of numbness. Her 
condition became rapidly worse and in two days the uterus was evacuated. 
For a few days her general condition improved, but paralysis became general 
and she died 11 days later. Blood analysis showed changes in the nature 
of alkalosis. A post-mortem was not performed. 

CasE 2.—A primigravida, aged 20, was admitted with five months’ 
amenorrhoea, and with what subsequently proved to be a missed abortion 
of about three months’ gestation. She complained of weakness, loss of 
weight, and deainess, which began at about the third month, at which time 
she had a haemorrhage which probably indicated the death of the ovum. 
There had been mental confusion and weakness of the legs for one week. 
On examination there was no jaundice. The urine was normal except for 
acetone and diacetic acid. The Wassermann reaction was negative. Neuro- 
logical examination showed mild mental confusion, disorientation only as 
to time, bilateral auditory nerve deafness and nystagmus. The upper ex- 
tremities were normal but the legs were weak, the gait ataxic, and the 
reflexes absent. A dead ovum was evacuated from her uterus on the third 
day. Her general condition improved for a day or two, but the paralysis 
became progressively worse, and she died 13 days after the termination of 
the pregnancy. The blood chemistry showed evidence of alkalosis. A post- 
mortem examination threw no light upon her case, except for the presence 
of proof of peripheral neuritis. 

Case 3.—A woman, aged 30, was admitted three weeks after a three 
months’ pregnancy had been terminated on account of persistent vomiting. 
Before the operation the only symptom of neuritis was hyperaesthesia of the 
hands and feet. Wrist drop developed three days after operation. 

She had slight jaundice. The urine was normal; the Wassermann reaction 
was negative; blood analysis showed no evidence of alkalosis. Neurological 
examination showed that the patient was emotional, disorientated, and her 
memory, for recent events, was defective. Nystagmus was present. There 
were bilateral wrist-drop, absent reflexes in the arms, and similar but more 
marked changes in the legs. Some improvement followed three months’ 
treatment, but she died with profound jaundice five months. after the onset 
of the illness. A post-mortem was not performed. 


Having excluded toxic agents, such as lead and alcohol, the authors feel 
justified in ascribing the condition to toxaemia. The patients presented 
profound disturbances of general metabolism, with a definite alkalosis in two 
cases and a tendency towards it in the third. The possible factors causing 
this type of disturbance are reviewed, but no conclusion is reached. The 
possibility of a calcium-vitamin deficiency does not seem to have been con- 
sidered. None of these women had had any alkaline medication, or showed 
any appreciable respiratory abnormality. An alkalosis resulting from loss 
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of hydrochloric acid by vomiting is considered and rejected upon the grounds 
that, at the time two of the cases were under observation, the vomiting was 
only occasional. 

The association of a dead ovum (missed abortion) with this presumed 
toxaemia is of special interest as it bears upon the question of the termina- 
tion of pregnancy in these cases. In two cases, including the one of missed 
abortion, temporary improvement followed the evacuation of the uterus. 
In the third case the pregnancy had been terminated before the occurrence 
of the mental symptoms, but the course of the disease, except the vomiting, 
was not arrested. Furthermore, the authors point out that the first 
symptoms have appeared in the puerperium in a number of recorded cases. 

Von Hosslin has shown that many patients will recover without inter- 
ruption of the pregnancy. On the other hand, if a patient fails to respond 
to treatment there is “‘little else to do.”’ 


THE BROMOSULPHALEIN TEST FOR LIVER FUNCTION IN 

PREGNANCY. 

Freiheit, from the use of this test in 50 women, finds that it is of value 
in determining the toxicity in severe vomiting in early pregnancy, but he 
was unable to convince himself of its value in differentiating the nephritic 
from the eclamptic toxaemias. 


TOXAEMIAS OF 


THE COAGULABILITY OF THE BLOOD IN PREGNANCY. 

Bland and Goldstein find that while the coagulability of the blood is 
slightly increased in pregnancy, the tests cannot be relied upon to disclose 
the efficiency of the mechanism of coagulation. 


THE USE OF SODIUM ISOAMYLETHYLBARBITURATE (SODIUM AMYTAL) IN THE 
TREATMENT OF ECLAMPSIA. 


The authors find that sodium amytal is a safe and efficient hypnotic and 
sedative, with marked anaesthetic properties when given intravenously. The 
value in 30 cases of eclampsia is shown by the prompt control of the fits 
in every case. The intravenous dose used was seven and a half grains. 


A REPORT OF A CASE OF CHORION-EPITHELIOMA FOLLOWED BY THE FRIEDMAN 
TEST. 
The author reports a case in which Friedman’s modification of the 
Zondek-Aschheim test was of great value in the detection of 
epithelioma which followed a vesicular mole. 


chorion- 


LEUKOPLACIA OF THE CERVIX UTERI. A MANIFESTATION OF EARLY MALIGNANT 

CHANGE? 

Hinselmann, in 1927, was the first to call attention to small white areas 
(leukoplacia) on the cervix, which generally escape observation by ordinary 
examination with the speculum, but which are rendered plainly visible under 
low power magnification. The lesion is a rare one but Martzloff has 
examined a few cases. He finds that the epithelial changes in some 
leukoplakic patches have all the cytological characteristics of cancer, except 
the tendency to invade. He thinks that these areas may prove the basis 
for the development of subsequent cancer, but at present he feels that the 
available evidence is not conclusive. 
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THE USE OF SODIUM AMYTAL IN LABOUR. 

The object of this investigation of 100 cases was to determine the oral 
dose of sodium amytal which would give good analgesia. The drug should 
be given on an empty stomach in amounts of from nine to 15 grains. With 
this dose 66 per cent of the patients had good analgesia, but all required 
some ether at the time of delivery. Restlessness was rather troublesome; 
three patients became maniacal. Twenty per cent of the babies were 
slightly narcotized at birth, and two were stillborn, but their deaths were 
not attributed to the use of the drug. The authors were somewhat disap- 
pointed in the drug. 


LABOUR IN ELDERLY PRIMIPARAE. 

From a statistical study Daichman considers that the difficulties and 
dangers, so often associated with labour in the older primiparae, have been 
exaggerated. H finds that contracted pelves and toxaemia are more common, 
and that labour tends to be prolonged. 


THE CORRELATION BETWEEN THE DEVELOPMENT OF THE GROWTH AND THE 

SYMPTOMS OF CARCINOMATA OF THE CERVIX. 

Schmitz’s general conclusions are: 1. The profession should educate 
women to report for periodical health surveys after each labour and abor- 
tion, and yearly thereafter. If the symptoms of leucorrhoea, menorrhagia 
or irregular bleeding occur the patient should apply immediately for 
an examination. 2. The duty rests with the gynaecologist, the teacher of 
gynaecological diagnosis, to provide facilities for instruction in the diagnosis 
to the general practitioner in his clinic, so he may be taught to recognize 
a pathological cervix. If the practitioner is well trained in diagnosis he 
may institute necessary procedures. If he cannot do so he should know 
that immediate expert consultation should be had. Delay for the purpose 
of observation is an error when carcinoma must be ruled out or in. If the 
beginning of cancer were not devoid of symptoms then the outlook for 
better end-results of treatment would be encouraging. 


Post-MENOPAUSAL BLEEDING. 

Inasmuch as 68.4 per cent of the patients in the series with post-meno- 
pausal bleeding had conditions of a malignant nature, the axiom ‘‘All cases 
of post-menopausal bleeding should be considered malignant until proved 
otherwise,’’ is very significant. 

The possible causes of post-menopausal bleeding are: Carcinoma of the 
cervix, carcinoma of the corpus uteri, carcinoma of the vagina, carcinoma 
of the vulva, carcinoma of the ovary, zona granulosa tumour of the ovary, 
senile vaginitis, urethral caruncle, fibroids of the uterus, cervical erosion, 
prolapse of the uterus, cervical polypus, fibrosis uteri, nonspecific ulcera- 
tion of the vagina, senile endometritis, sarcoma of the ovary, large cysts 
of the ovary, pyometra, twisting of the pedicle of an ovarian cyst, foreign 
bodies in the vagina or uterus, and carcinoma of the Fallopian tube. 

Once the menopause has been definitely established (no menses for a 
period of six months to one year) all bleeding from the genitals should be 
considered abnormal. There is no apparent relation between the type 
or amount of bleeding, and the seriousness of the existing condition. Parity, 
length of time in the menopause, and duration of active menstrual life are 
of no particular value as diagnostic aids. 
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ACUTE ANTERIOR POLIOMYELITIS COMPLICATING PREGNANCY. 

McGoogan reports three cases of this complication of pregnancy. He 
has found eight more cases in the literature. The disease has no effect 
upon the pregnancy but the pregnancy may increase the severity of the 
disease or its complications. The foetus is not affected. 


THE USE OF EXTERNAL CEPHALIC VERSION IN AN OUTDOOR MATERNITY CLINIC. 
Glassman does not use either the Trendelenberg or the knee-chest 
position to disengage the breech before version. ‘The patient is placed on 
a flat table with the knees drawn up and the head raised. The breech is 
grasped and pushed upwards out of the pelvis and to one side. He then 
directs most of his attention to moving the head down to the pelvis. In 
64 patients external cephalic version was successfully performed in 87 per 
cent of the patients. The version is done at the twenty-eighth week to 
allow for repetition if the malpresentation recurs. Abdominal supports are 
useless. In stressing the need of cephalic version he points out that, whereas 
a trial labour can be allowed with a vertex, such is contra-indicated if 

the breech is presenting. 
W. W. King. 


Surgery, Gynecology and Obstetrics. 
Vol. lv, No. 3, September, 1932. 
*Hysterectomy and the artificial menopause; a review of the literature and 
report of 91 cases. J. V. Sessums and D. P. Murphy. 


*Traumatic separation of the symphysis pubis during spontaneous labour; 
with a clinical and X-ray study of the normal symphysis pubis during 
pregnancy and the puerperium. R. A. Reis, J. L. Baer, R. A. Arens, 
and E. Stewart. 


Vol. lv, No. 4, October, 1932. 

*Asphyxia neonatorum; its causes and treatment by prolonged artificial 
respiration; report of 66 cases. D. P. Murphy and J. V. Sessums. 

*The treatment of carcinoma of the cervix with small quantities of radium. 
M. Cutler. 

*The influence of gynaecological conditions on the genito-urinary tract as 
shown by the simultaneous injection of skiodan or uroselectan (intra- 
venously) and lipiodal; a preliminary report. A. Stein and M. Rodgers. 


HYSTERECTOMY AND THE ARTIFICIAL MENOPAUSE; A REVIEW OF THE LITERA- 

TURE AND REPORT OF Qf CASES. 

A series of 91 women on whom hysterectomy was performed before the 
age of 36 years, with the retention of one or both ovaries, has been studied 
with reference to the incidence of menopausal syinptoms occurring before 
the age of 40. The frequency of these symptoms before the age of 40 was 
approximately eight times that occurring in a control group of women not 
operated upon. Ninety-two per cent of the patients exhibiting menopausal 
symptoms before the age of 40, did so within two years of operation. 
Thirty-six per cent of 86 women, on whom supravaginal hysterectomy was 
performed, menstruated after operation. Menopausal symptoms appearing 
before the age of forty were noted more often in patients without menses 
than in those who retained them, in the ratio of five to three. The time 
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of onset of menopausal symptoms and their severity were approximately 
the same, whether one ovary was removed or both were left undisturbed. 
From this study it is concluded that hysterectomy hastens the onset of 
the menopause. When hysterectomy is necessary before the menopause, as 
much endometrium as possible should be retained to favour the continua- 
tion of menstruation, and both ovaries should be conserved, if possible. 


TRAUMATIC SEPARATION OF THE SYMPHYSIS PUBIS DURING LABOUR; WITH A 
CLINICAL AND X-RAY STUDY OF THE NORMAL SyMPpHysIsS PuBis DuRING 
PREGNANCY AND THE PUERPERIUM. 

To the 62 instances of separation of the symphysis pubis found in the 
world’s literature, five more are added from the maternity service at the 
Michael Reese Hospital. The authors report their conclusions after study- 
ing these 67 cases, as follows. 

Separation of the symphysis pubis during spontaneous labour is an un- 
usual occurrence. They deem the most logical hypothesis in explanation 
of its occurrence to be the marked intensity of the uterine contractions plus 
marked rapidity of labour. Multiparity and relative disproportion are addi- 
tional aetiological factors. Separation of the symphysis pubis is a result of 
the wedge effect produced by the violent thrust of the foetal head through 
the pelvic brim. The bony gap, demonstrable by X-rays or by palpation is 
never a criterion of the existence of, or the degree of, the injury. Although 
there are two generally accepted types of symphysis pubis, the male with 
the deep and narrow joint and the female with the shallow and broad joint, 
these studies indicate that the sex type cannot be safely diagnosed from the 
X-ray contour of the symphysis pubis alone. No characteristic changes were 
found in the symphysis pubis due to pregnancy. The initial and predomi- 
nating symptom is pain, while the characteristic waddling gait is diagnostic. 
The typical physical findings are oedema and swelling, tenderness and pain 
on pressure. 

The proper treatment consists of absolute rest in bed with immobiliza- 
tion of the entire pelvic girdle, achieved by sandbags and circular adhesive 
tape for fixation. An occasional joint requires open operation and fixation. 
But the most logical form of fixation is by means of pulleys and weights, 
especially in patients in whom the injury is not recent. 


ASPHYXIA NEONATORUM; ITS CAUSES AND TREATMENT BY PROLONGED ARTI- 

FICIAL RESPIRATION; REPORT OF 66 CASES. 

The report concerns 66 infants who failed to breathe promptly at birth 
and who were given artificial respiration. The authors found that the 
majority suffered from narcosis or from injury due to delivery. Breech 
delivery was followed by the greatest number of deaths and by the most | 
extensive cerebral injuries. The Drinker respirator had a stimulating effect 
upon respiratory activity and made prolonged cardiac action possible. The 
premature infants and those suffering from narcosis exhibited the best 
response to prolonged artificial respiration. It was observed that the mor- 
tality was high among the patients who failed to take a single breath before 
treatment. The chief cause of death was cerebral haemorrhage, prematurity 
being the next most common. The authors offer suggestions of treatment 
by means of the Drinker respirator, and a modification in the running of 
the machine is recorded. 
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THE TREATMENT OF CARCINOMA OF THE CERVIX WITH SMALL QUANTITIES OF 

Ravium. 

The clinical diagnosis of carcinoma of the cervix presents no difficulties. 
Microscopic examination of the suspected lesion should take place, but 
the technique of performing the biopsy is important. The area should be 
selected with great care and a block of tissue four millimetres wide, 15 
millimetres long and one centimetre deep should be taken at right angles to 
the rim of the cervix. The author recommends the use of endothermy. The 
defect is closed by a suture and paraffin sections are examined micro- 
scopically. 

Ninety-seven per cent of carcinomata of the cervix are of epidermal 
origin, and three per cent are adenocarcinomata. The first can be divided 
into squamous, and non-squamous types and a third group, comprising the 
most malignant form known as ‘“‘anaplastic.’’ Adenocarcinomata of the 
cervix do not respond well to radiotherapy, and there is a_ variation 
of radiosensitivity in the epidermal group, the squamous types being more 
resistant than the anaplastic. The author outlines the technique in the 
following manner: 

In most cases the procedure can be carried out under morphine without 
a general anaesthetic. It is found very satisfactory to administer morphine, 
grain 1/6th, and scopolamine, grain 1/20oth, an hour and a half before 
treatment. The vulva is shaved and the vaginal cavity irrigated with a 
mild antiseptic douche. The cervical canal is located and the length of 
the uterine canal determined. The cervical canal is then dilated gently with 
Hegar’s dilators, and when the dilatation is complete the radium is in- 
serted. The colpostat is then inserted by holding the applicator vertically 
and inserting first one cork and then the other. The colpostat is rotated 
go degrees so that the two corks and the metal spring are in a horizontal 
plane. The third cork is inserted against the cervical canal and the tip 
of the uterine radium applicator. If the vagina is small a third cork may 
be impossible. The vaginal packing is then inserted; two-inch gauze, soaked 
in acriflavine, is packed between the colpostat and the rectum, between 
the anterior lip of the cervix and the bladder, and into the lateral vaginal 
fornices. The anterior and posterior vaginal retractors are then removed, 
and a perineal pad is applied. 

Radiation is continued for about five days. The vaginal radium is re- 
moved daily, cleansed and reinserted. The uterine applicator is removed 
only if specially indicated. The vagina is irrigated daily. A total dose of 
7,000 to 8,000 milligramme-hours is administered and equally divided 
between the cervical canal and the vagina. 

In the following groups the use of external radiation as the initial 
procedure is preferable: , 

1. In advanced lesions which have distorted the cervical canal rendering 
it difficult and sometimes impossible to locate the external orifice. 

2. In bulky papillary carcinomata which encroach upon and sometimes 
fill the vaginal cavity rendering it impossible to insert radium into the 
vagina. 

3. In patients with advanced lesions, marked weakness and secondary 
anaemia in whom external radiation causes cessation of the bleeding and 
improvement in the general health. 

During the irradiation the patient remains in bed. The bladder is 
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catheterized at intervals: of eight hours. The patient experiences nausea 
and, less frequently, vomiting occurs. The commonest cause for interrupting 
the treatment is the development of high fever. When this occurs the 
radium is promptly removed. 


THE INFLUENCE OF GYNAECOLOGICAL CONDITIONS ON THE GENITO-URINARY 
TRACT AS SHOWN BY SIMULTANEOUS INJECTION OF SKIODAN OR URO- 
SELECTAN (INTRAVENOUSLY) AND LipiopAL: A PRELIMINARY REPORT. 
X-ray examinations were made to demonstrate the relation between the 

changes along the female urinary tract, based on pathological conditions, 

such as fibroid tumours and ovarian cysts, and also to note if pregnancy 
causes a Change in the urological system. The following method of taking 
the X-ray photographs was used. 

The patient was placed in the lithotomy position on a cystoscopy table, 
and the cervix was exposed. Forty grammes of skiodan were injected into 
the median basilic vein, and immediately after this the intra-uterine 
injection of lipiodal was given. The X-ray plate was then taken, and with 
the intra-uterine cannula in place a second picture was taken a minute 
later. The uterine cannula was then withdrawn and the third and fourth 
plates taken with five to 10 minutes interval between each. None of the 
patients showed any untoward symptoms following the double injection. 
In the case of the pathological pelvic tumours, every one was confirmed 
at operation. In the cases of pregnancy, in which the gestation varied 
from six weeks to six months, the plates showed, even in the six weeks’ ges- 
tation, dilatation of both ureters, which increased with the period of ges- 
tation. But in the cases of uterine myomata, of the same size, dilatation 
was not found. 

A conclusion was reached, therefore, that the dilatation of the ureters 
in pregnancy, is a purely physiological process, while a pelvic tumour of 
corresponding size, whether a fibroid or cyst, is incapable of producing, 
by mechanical means alone, a similar condition. 

C. D. Read. 


Journal of the American Medical Association. 


Vol. xcix, No. 15, October 8, 1932. 
Ectopic pregnancy complicated by rupture into the intestine. S. G. Clark. 
Vol. xcix, No. 16, October 15, 1932. 
Thrombosis of the left iliac artery secondary to a left ovarian cyst. Gilson. 
Colby. Engel. 


Vol. xcix, No. 18, October 29, 1932. 

*The cause of primary dysmenorrhoea, with special reference to hormonal 

factors. E. Novak. S. R. M. Reynolds. 

Chvostek’s facialis sign in newborn infants. A. G. Mitchel. 
Vol. xcix, No. 19, November 5, 1932. 

*Abnormal uterine bleeding in blood dyscrasia. Milton e Kahn. 

Severe post-partum epistaxis in a case of nephritic toxaemia. H.C. Fagan. 
Vol. xcix, No. 20, November 12, 1932. 

*Method for prediction of sex in the unborn. J. H. Dorn and E. I. Sugarman. 
Vol. xcix, No. 21, November 19, 1932. 
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Preventable invalidism following childbirth. J. C. Litzenburg. 
The management of normal labour. A. C. Beck. 

Vol. xcix, No. 22, November 26, 1932. 
The difficulties and dangers of forceps delivery. E. D. Plass. 
*Breech presentations and their delivery. W. E. Studdiford. 
Contra-indications to Caesarean section. W. R. Cooke. 


THE CAUSE OF PRIMARY DySMENORRHOEA. 

The various theories of aetiology, old and new, are quoted; the authors 
think little of the theories of mechanical obstruction and hypoplasia. They 
think that the psychological factor plays an important part in a few cases 
of spasmodic dysmenorrhoea and state that careful investigation of such 
cases will nearly always reveal the fact that a psychic trauma of some variety 
is the cause of the first attack. The majority of cases of primary dysmenor- 
rhoea are caused by a disturbance of the normal motility factors of the 
uterine muscle. Experiments on the uterine muscle of the non-anaesthetized 
rabbit have been carried out by the authors on the lines of Reynold’s 
technique. The following facts have been elicited. During oestrus there is 
marked uterine activity, while during anoestrus there is only feeble uterine 
activity or none at all. Castration produces complete quiescence of the 
uterine musculature; by replacement therapy with folliculin in the castrated 
animal, uterine motility is restored. Rabbits in pseudo-pregnancy show a 
profound inactivity of the uterine muscle due to the effect of progestin. 
Injection of the urine of pregnant women, like that of progestin, inhibits 
uterine motility while the urine of non-pregnant women has no effect. The 
inhibiting effect of the urine of a pregnant woman is due to the presence of 
prolan. The latter experiments were carried out upon castrated animals in 
which marked uterine activity had been produced by preliminary injections 
of folliculin; it was found that a marked decrease of motility followed the 
injection of prolan. It is assumed, therefore, that prolan has a direct effect 
upon the uterine musculature and not necessarily an indirect one through 
the ovaries. On the basis of the above experiments, the authors suggest 
that, in some women, the inhibitory influence of progestin on uterine motility 
is removed a day or two before the menstrual onset and the withdrawal of 
this restraining factor produces dysmenorrhoea. In other cases it would 
seem that there is an actual lack of balance between folliculin and progestin 
either quantative, or chronological, or both. 


ABNORMAL UTERINE BLEEDING IN BLooD DySCRASIA. 

Four case reports are given of patients suffering from severe blood dys- 
crasia in which profuse uterine haemorrhage was the first symptom; one of 
these patients was suffering from aplastic anaemia, two from thrombocyto- 
penic purpura haemorrhagica and one from acute lymphatic leukaemia. 

A study of 45 cases of blood disease in women of the reproductive agé 
produced evidence that menstrual abnormality may occur in practically all 
the blood dyscrasias, including secondary anaemia, without evidence of 
pelvic abnormality. A plea is made for careful and complete investigation 
of the blood in cases of disturbed menstruation for which no obvious pelvic 
lesion is responsible. 


METHOD FOR PREDICTION OF SEX IN THE UNBORN. 
This test is based upon the injection of male rabbits, which are about 
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three months old, with the urine of the pregnant mother. It is essential 
that the rabbits should be of such an age that the testicles are situated in 
the inguinal rings; it is at this stage that spermatogenesis has begun but is 
not yet complete. There is a definite relation between the descent of the 
testes and the development of spermatogenesis. The authors state that the 
test fails if the testes are too immature, or if spermatogenesis is complete. 

The testes of rabbits injected with urine from women carrying an unborn 
female child were developed precociously after a period of 48 hours. In 
positive cases the testes removed after 48 hours showed enlargement and 
congestion, and when studied microscopically gave evidence of increased 
cellularity and vascularity with beginning spermatogenesis, as evidenced by 
the formation of spermatogonia and spermatocytes. Spermatids and sperm 
cells were not found in any case. 

The urine for this test must be taken from women who are from five to 
10 months pregnant. In the cases of women carrying an unborn male child 
the injection of urine does not produce any effect upon the testes of the 
rabbit. 

The authors were able to prognosticate the sex of the unborn child in 
80 out of 85 cases by means of this test. It is assumed from these experi- 
ments that the urine of women carrying an unborn female child, at the fifth 
to 10th month of pregnancy, contains a hormone which can stimulate the 
cells of the testicular tubules of the pubescent rabbit and cause precocious 
development. 

This very interesting article is a preliminary report on the work which 
is still being carried on by the authors. 


BREECH PRESENTATIONS AND THEIR DELIVERY. 

The causes of the high foetal death-rate in breech deliveries are given. 
In 32 autopsies performed at the Sloane Hospital 6.25 per cent showed 
anomalies incompatible with life. Of the remainder only 6.5 per cent failed 
to show a serious traumatic lesion. These figures agree with those of 
Holland, who found such injuries in 88 per cent of stillbirths and babies 
dying shortly after primary breech delivery. The writer feels strongly that 
intervention in breech delivery should be reduced to a minimum and dis- 
agrees with Potter’s method of delivery so soon as full dilatation has 
occurred. ’ 

A plea is made for a reduction in the incidence of Caesarean section for 
breech presentation, it is pointed out that repeated breech presentations are 
rare and, if this method of handling such cases becomes prevalent, the 
maternal mortality of breech delivery will automatically rise. 


John Beattie. 


The American Journal of Cancer. 


Vol. xvi, No. 5, September, 1932. 
~ *Cancer of the cervix: the immediate necessity for earlier diagnosis and 
treatment. J. C. Bloodgood. 


CANCER OF THE CERVIX: THE IMMEDIATE NECESSITY FOR EARLIER DIAGNOSIS 
AND TREATMENT. 


The author, just returned from a visit to European cancer clinics, states 
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that there is no improvement in the number of early cases seen at the clinics, 
and the slight improvement observable in the five-year cure-rates can be 
explained solely by the improved skill of the radiologists. 

Enough radium is now available, and the most important factor for the 
improvement of the results of treatment is that the cases should be seen 
earlier; this can only be accomplished by routine pelvic examination, and 
by the earlier recognition of warning symptoms. It lies in the hands of 
the general practitioner, rather than in those of the obstetrician. The 
education of the public through the press is hampered, because printed or 
broadcast advice is seldom acted upon, and many press organizations refuse 
to publish the words uterus, cervix, discharge, etc. The problem of pro- 
viding enough highly trained radiologists in America is also discussed in 
this paper. This has been already accomplished in London and other parts 
of England. 

A. C. Bell. 


Bulletin de la Société d’Obstétrique et de Gynécologie. 


No. 6, June, 1932. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
*A case of uterine fibroid associated with a full time gestation. Saavedra. 
The course of a hydatidiform mole. Saavedra. 

*Two cases of embryotomy for dystocia following the injection of pituitrin 
by midwives. Brindeau. 

Labour rendered painless and rapid. Chappaz. 

*A note on 54 cases of grave puerperal infection treated by the transfusion 
of immunized blood. Dalsace. 

Anatomical considerations in a case of pruritus vulvae. Bernard and 

Turpault. 

*Fibroids and X-rays. A series of cases of pelvic tumours treated by 

X-rays under the mistaken diagnosis of uterine fibroids. Bernard. 
*Ovarian tissue developing in the pelvis after hysterectomy. Recurrence 

after surgical removal, cure with X-ray therapy. Brocq and Dupeux. 


SOCIETE D’OBSTETRIQUE ET DE GYNAECOLOGIE DE 
STRASBOURG. 
Intra-peritoneal haemorrhage from rupture of a vessel on the surface of a 
uterine fibroid. Nessmann and Tassowatz. 
The diagnosis of early tubal abortion with a chronic course. Reeb. 
Thrombophlebitis of all the veins of a submucous infected fibroid. Reeb. 
Haemorrhage resulting from the velamentous insertion of the cord. 
Dreyfus. 


SOCIETE BELGE DE GYNAECOLOGIE ET D’OBSTETRIQUE. 
A free intra-abdominal tumour. Potvin. 
*The use of rabbits in the biological test for pregnancy. Brouha 
A case of degenerating mole. Rouffert and Bourg. 


No. 7, July, 1932. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
*A malignant ovarian cyst treated by surgery combined with radium. 
Gosset and Wallon. 
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*Pneumococcal pulmonary infection of uterine origin, excited by radium 
therapy. Wallon. 

A case of genital tuberculosis in a woman. Lantuéjoul. 

A case of post-partum inversion of the uterus. Courtois and Grasset. 

Perforation of the uterus by the curette. Guellette. 

On the diagnosis and treatment of pruritus vulvae. Petit-Dutaillis and 
others. 


REUNION OBSTETRICALE DE LILLE. 

* Bilateral ovarian tumours, probably seminomata, in a young woman; the 
diagnosis confirmed by lipiodal injection. Vincent. 

A uterine fibroid in a three months’ pregnancy: subtotal hysterectomy. 

Bue and Palliez. 

Degenerating fibroids and pregnancy; hysterectomy. Duvillier. 

A case of uterus didelphus. Gaudier and Desquene. 

A case of double vagina. Favreau and Klein. 

Two cases of familial, hereditary achondroplasia. Favreau and Senellart. 

The haemorrhagic syndrome in a syphilitic newborn child. Palliez and 
Gernez. 

Two cases of lower segment Caesarean section for placenta praevia. 
Autefage. 

*Three cases of placenta praevia treated by Delmas’ method. Lambert. 

Acute post-partum coxitis. Paucot and Gelle. 

A fibroid developing in the posterior lip of the cervix. Courty. 

*Eleven cases of puerperal infection treated with intra-uterine injections of 
vaccines by means of a Carrel drain. Montagne. 

A case of chorion-epithelioma. Razemon and Boury. 


Meningocoele of the upper dorsal region in a newborn child; recovery after 
extirpation. Grandclaude, Palliez and Gernez. 
*Accidental ante-partum haemorrhage; death 10 days 

tion; polycystic kidneys. Palliez and Gernez. 
*Intra-peritoneal haemorrhage as the first sign of an epithelial tumour of 
the ovary. Vanverts. 
The dangers of digital curettage of the uterus. Vanverts. 


after Porro’s opera- 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE MONTPELIER. 

A case of toxaemia of pregnancy with cardio-respiratory complications. 
Bremond. 

A case of post-abortive pyaemia. Riche, Mourges-Molines and Lonjon. 

Eclampsia manifesting itself several days after the death of the foetus. 
Henriet. 

*A case of cornual pregnancy with retention of the placenta in the cornu. 
de Carrera, Baitie and Bourguet. 

“Eclampsia complicated by hemiplegia and Jacksonian fits. Henriet. 

A case of early fatal embolism after hysterectomy performed for a paro- 
varian cyst; pre-operative phlebitis. Godlewsk1. 

Intra-uterine cauterization with lipiodal. Riche. 

A case of extra-uterine gestation operated upon at 12 months. Dufoix 
and Revel. 

A case of extra-uterine gestation operated upon at 15 months. 


Gaujoux 
and Reynaud. 
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A case of a six months extra-uterine gestation retained for eight years. 
Gaujoux and Revel. 

Spinal anaesthesia with percaine. Arrivat. 

Strangulated hernia in a premature infant weighing four and a half pounds. 
Delord and Gaujoux. 

Rupture of the uterus in labour. Dufoix and Reynaud. 

Perforation of the uterus by a curette; immediate vaginal hysterectomy 
with recovery. Arrivat. 

The value of spinal anaesthesia in cases in which the usual methods of 
induction of premature labour have failed. Henriet. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 


Subcutaneous petechiae of the face and their occurrence during labour. 
Keller. 


The use of saline irrigations in post-operative care. Meyer. 


*Convulsions of meningeal or cerebral origin during pregnancy, simulating 
eclampsia. Reeb and Metzger. 

Myomectomy during pregnancy. Burger. 

*The anatomical and clinical factors in spontaneous regression of an early 
tubal pregnancy. Kreis. 

*Cerebral haemorrhage in a newborn child delivered before the onset of 
labour. Nerson. 

An early carcinoma of the cervix with paradoxical symptoms. Burger. 

*The spread of cancer of the cervix to the vagina. Keller. 

Report of cases delivered under continuous medical control in 1931. Kreis. 


No. 8, October, 1932. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIF D’ALGER. 
Eight cases of subcutaneous symphysiotomy. Laffont and Fulconis. 
A case of intestinal obstruction during pregnancy. Laffont and Calleja. 
Pregnancy following nephrectomy for tuberculous kidney. Laffont, Ful 
conis and Sirjean. 
*An atrophic hydatidiform mole. Laffont and Schebat. 
*Bacteriological therapy in post-partum and_ post-abortum infections. 
Laffont and Ezes. 
Persistent post-abortum bleeding due to a luteal cyst. Laffont and Ezes. 
The blood-platelets and phlebitis. Laffont and Sirjean 
*Perforation of the uterus during curettage. Ferrari. 

*A case of post-abortum tetanus. Laffont, Ezes and Mercau. 
Pneumococcal suppurative thrembophlebitis following an abortion; ligature 
of the inferior vena cava and the ovarian vessels. Laffont and Ezes. 
.A case of persistent bleeding after an abortion. Fulconis and Ezes. 

Bilateral ovarian cysts. Laffont and Ferrari. 
Two cases of sudden death after delivery. Laffont and Fulconis. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE MARSEILLE. 

*Torsion of a healthy Fallopian tube, possibly due to trauma. Cottalorda 

*The pathogenesis of atresia of the upper part of the vagina and the cervix. 
Fiolle. 

*Post-mortem delivery of a living child. Henry and Plasse. 

The biological diagnosis of pregnancy. Vallette. 
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REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 
The dangers of ‘‘Filhos.’’ Hartemann. 
Two cases of placenta praevia treated by lower segment Caesarean section. 
Vermelin and Hamant. 
A case of congenital diaphragmatic hernia. Vichard and Fruhinholz. 
Caesarean hysterectomy for a pregnancy developing in a uterus which had 
been perforated. Fruhirholz and Hamant. 
“Perforation of a pyosalpinx into the general abdominal cavity; recovery 
after subtotal hysterectomy with Mikulicz’s drainage. Rousseaux. 
Torsion of a large fibroid during pregnancy. Hamant and Hartemann. 
Obstetrical shock and congenital syphilis. Fruhinholz. 
A case of gonorrhoeal general peritonitis. Hamant and Chalnot. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 

*Vesico-vaginal fistulae. Keller. 

A case of pelvic lymphadenoma. Burger. 

Left uretero-vaginal fistula following a criminal abortion. Boeckel and 
Ginglinger. 

An intra-ligamentary ovarian cyst. Weiller. 

A case of squamous carcinoma of the vulva developing very rapidly. 
Sadik. 


Observations in cases of septic abortion. Fournier. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 

Fatal septicaemia of traumatic origin in an infant subjected to repeated 
applications of the forceps at the brim. Audebert, Ribat and Sol. 

*The morphological classification of cancer of the cervix and the frequency 


of the various forms. Ducuing and Guilhem. 

The treatment of post-menopausal bleeding. Ducuing. 

Three cases of ruptured ectopic gestation. Audebert. 

The chances of a case of post-menopausal bleeding being due to cancer. 
Ducuing. 

*The relation between carcinoma cervicis and parity. Ducuing and 
Guilhem. 

Streptococcal septicaemia in a newborn child. Audebert and Sol. 

Continued post-partum bleeding due to retention of the placenta without 
infection; recovery after curettage. Audebert and Estienny. 

The haemorrhagic form of puerperal infection and the dangers of intra- 
uterine explorations. Estienny. 

A case of primary uterine sarcoma. Pouchet. 

The value of diagnostic curettage in post-menopausal bleeding. Ducuing. 

*Two cases of menorrhagia of puberty cured by irradiation of the spleen. 
Durand-Dastés. 

*A fatal case of Artemisia poisoning. Durand-Dastés. 

A double monster. Baux. 

Caesarean section for atresia of the cervix following the use of ‘‘Filhos.’’ 
Baux. 

*The Portes operation. Baux. 

Fatal acute parotitis following delivery. Garipuy and Lefebvre. 

A partial mole. Audebert and Ribat. 
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Three cases of lower segment Caesarean section for placenta praevia. 
Audebert and Estienny. 

Post-operative phlebitis without disturbance of pulse-rate or temperature. 
Ducuing. 

Increase in weight of a newborn child during the course of pneumonia. 
Audebert and Pons. 

The teaching of obstetrics by means of cinematography. Garipuy. 

A case of chronic hypertension nephritis with nitrogen retention in preg- 
nancy, complicated by a transient hemiplegia. Audebert, Ribat and Sol. 


SOCIETE BELGE DE GYNECOLOGIE ET D’OBSTETRIQUE. 
A case of obstetrical paralysis of the leg in an infant delivered by Caesarean 
section. Lust and Bernwaerts. 
A blood-cyst of the corpus luteum. Cahen. 
Researches into the relation between the sympathetic nervous system and 
the female genital tract. Brouha and Bacq. 
A large fibroid complicating pregnancy. Nolens. 


A CASE OF A UTERINE FIBROID COMPLICATING A FULL TIME GESTATION. 

After describing a case of a pregnancy terminated by Caesarean hysterec- 
tomy at term because of the presence of a large uterine fibroid the author 
quotes the figures of five large clinics, viz. Budapest, Baltimore, the Sloane 
Hospital, Baudelocque’s and Tarnier’s clinics, in which, of a total of 100,814 
deliveries, 555 were complicated by the presence of a large fibroid, a per- 
centage of 0.5. Ms 


Two CAsEs OF EMBRYOTOMY FOR DySTOCIA FOLLOWING THE INJECTION OF 
PITUITRIN BY MIDWIVES. 
Two cases are described in which midwives administered pituitrin before 
full dilatation of the cervix, causing tonic contraction of the uterus, which 
necessitated embryotomy in both cases. 


A. NOTE ON 54 CASES OF GRAVE PUERPERAL INFECTION TREATED BY THE 

TRANSFUSION OF IMMUNIZED BLOop. 

As a sequel to previous reports on the value of immuno-transfusion in 
the treatment of puerperal infection the author reports a further series of 54 
cases treated by this method, in which the blood was prepared by the 
method of Tzanck and Jaubert (Bull. Ac. Med., 17 June, 1930). 


The details of all the cases unfortunately are not given, but 26 of 
the 54 patients died, a mortality of about 50 per cent. 


FIBROIDS AND X-Rays. A SERIOUS OF CASES OF PELVIC TUMOURS TREATED 
BY X-Rays UNDER THE MISTAKEN DIAGNOSIS OF UTERINE FIBROIDS. 
The author describes seven cases which were treated by X-ray therapy 

in the belief that the pelvic tumour was a uterine fibroid. 

Case 1. Unilocular ovarian cyst; at operation the cyst was found to be 
densely adherent to surrounding structures. 

Cases 2 and 3. Encysted pelvic haematocoeles; difficult hysterectomy 
was subsequently necessary in both cases, despite their youth, on account 
of dense pelvic adhesions. 
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Case 4. Carcinoma corporis uteri; difficult hysterectomy was performed; 
subsequently the growth recurred. 

Case 5. Carcinoma corporis uteri; pelvic peritonitis occurred after the 
first treatment with X-rays. 

Case 6. Dermoid cyst. 

Case 7. Bilateral malignant ovarian cysts associated with a uterine 
fibroid. Treated by X-rays for 12 months before operation. 

The disadvantages of such mistakes are enumerated as loss of time, 
unnecessary production of the menopause, the development of adhesions, 
delay in the recognition of malignancy and possibly the development of 
malignant changes during treatment. To obviate such mistakes the need 
for great care in the establishment of the exact diagnosis in cases to be 
treated with X-rays is emphasized, and the point is stressed that when rapid 
response to treatment does not occur, the diagnosis should be reconsidered. 

In the discussion of the paper J. L. Faure reaffirmed his views that 
X-rays may stimulate malignant changes in an ovarian cyst but stated that, 
in operating upon cases subjected previously to X-rays, there is no special 
operative difficulty. 


OvaARIAN TISSUE DEVELOPING IN THE PELVIS AFTER HYSTERECTOMY; 

RECURRENCE AFTER SURGICAL REMOVAL, CURE WITH X-Ray THERAPY. 

In 1920 the patient was operated upon for a pelvic haematocoele. In 
1926 subtotal hysterectomy with removal of both ovaries was pertormed for 
a second tubal pregnancy. Four years later a painful, tender, fixed swelling 
was found in the pouch of Douglas. *This was removed and on section was 
found to consist of ovarian stroma with some typical old lutein tissue. Six 
months later the pain returned and a second swelling was found at the 
same site. She was given 10 treatments with deep X-rays, three months 
after which both the pain and the tumour had completely disappeared. 

The author discusses the various theories of origin of these tumours. 
Setting aside the unlikely possibility of their development from Wolffian 
rests there remain two theories of origin. They may develop from frag- 
ments of ovary left behind at operation on account of adhesions between 
the ovary and the broad ligaments. In favour of this view is the fact that 
they usually occur after operations complicated by adhesions. In cases 
in which there has been no difficulty in separating the ovary the third 
view, that they arise from supernumerary ovaries, is a possibility. Such 
supernumerary fragments have been found in four per cent of normal 
women. 


THE Use oF RABBITS IN THE BIOLOGICAL TEST FOR PREGNANCY. 

Brouha has used rabbits as his test animals in the biological diagnosis 
of pregnancy. He has had only one error, a case in which a rabbit was 
afterwards found to be ill and did not, in consequence, react. He claims 
that the advantages of the use of rabbits are the need for only one animal, 
the rapidity of the reaction, only one injection is necessary, and rabbits of 
all ages can be used if the abdomen of the animal is first opened to exclude 
errors. 


A MALIGNANT OVARIAN Cyst TREATED BY SURGERY COMBINED WITH RADIUM. 
In the authors’ opinion radical removal of ovarian cysts should be always 
followed by radium therapy, when, at operation, irremovable peritoneal im- 
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plantations are found. Their technique is described in connexion with the 
case they report, which was first treated five years ago. The tumour was 
a solid, malignant ovarian growth, associated with numerous pelvic peri- 
toneal implantations. No other growth was found and the tumour was 
deemed primary. Microscopically it was a carcinoma of a papilliferous 
structure. After removal of the tumour two rubber drainage tubes were 
passed into the pelvis to the site of the peritoneal growths. Sixteen days 
later radium treatment was commenced. Two sounds, each containing 
33 mgms. of radium element, distributed in three containers of a thickness 
of three mm. (metal not stated) were introduced into the pelvis, each 
through one of the drains, and left there for six days, except for a short 
time daily when they were removed and aspiration of the contents of the 
pelvic cavity was performed. This last procedure is claimed to remove the 
destruction products of the radium treatment and obviate septic complica- 
tions. The dose of radium given was 9,504 milligramme-hours. The treat- 
ment was well borne, and the patient was discharged one month after the 
operation. She has remained in perfect health, and when seen in May, 
1932, five years later, no evidence of recurrence was present. 

In the discussion of the case, Douay states that the technique is in 
constant use at the Broca clinic. There it is found that the pelvic vessels, 
nerves, connective tissue and ureters are relatively resistant to radium, 
but that the intestines and the rectum are sensitive, and need protection, 
which is afforded by the use of Mikulicz’s drains. The radium should not 
be inserted at the time of the operation, but later, when operative shock 
has passed off, and it is essential to use an adequate number of foci of 
radium. Freedom from recurrence has been obtained in three out of 11 
cases treated in this way. 


PNEUMOCOCCAL PULMONARY INFECTION or UTERINE ORIGIN, EXCITED BY 

RADIUM THERAPY. 

The patient had a fungating carcinoma of the cervix, extending on to 
the vaginal walls and partially limiting the mobility of the uterus. The 
pneumococcus was cultured from the cervix. 

The pre-operative treatment consisted in packing the cervix with gauze 
strips soaked in an autogenous broth vaccine. Radium treatment was 
then undertaken following the Parisian technique. Pyrexia, however, 
developed on the sixth day and the treatment was suspended for five days, 
during which time the temperature became normal. Two days after re- 
suming the treatment pyrexia recurred and the patient developed pneumo- 
coccal pneumonia, from which she eventually recovered. In view of the 
incomplete nature of the radium treatment hysterectomy was performed 
six months later. 

In discussing the case Wallon draws attention to the risk of infection 
complicating radium therapy and ascribes it in many cases to the action of 
the radium in relatively enhancing the virulence of the organisms by 
diminishing the local defensive powers of the tissues. Care, however, is 
necessary in the avoidance of trauma when the radium is inserted. Disin- 
fection of the cervix is difficult, neither chemical nor bacteriological 
methods are satisfactory. While every effort should be made to attain 
disinfection of the cervix, it is necessary, as an additional safeguard, to 
suspend treatment whenever infection is suspected, 
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BILATERAL OVARIAN TUMOURS, PROBABLY SEMINOMATA, IN A YOUNG WOMAN; 

THE DIAGNOSIS CONFIRMED BY LIPIODAL INJECTION. 

The patient, who had two children and was aged 28 years, gave a history 
of increasing abdominal girth for three months. Examination showed two 
tumours rising out of the pelvis. Radiological examination after the 
injection of lipiodal showed that the left Fallopian tube was pointing up- 
wards and to the left, the right Fallopian tube was lying low in the pouch 
of Douglas. The bilateral nature of the tumours was thereby confirmed. 
At operation the tumours proved to have completely replaced both ovaries. 
They had rounded bossed surfaces and, on section, proved to be solid, 
lobulated and of a chamois leather colour. Histologically the tumours con- 
sisted of clumps of cells possessing large regular nuclei and scanty pro- 
toplasm, giving somewhat the appearance of lymphoid tissue. Despite the 
fact that the tumours were bilateral it was concluded from the microscopi- 
cal appearances that they were true seminomata, exactly comparable to 
seminomata of the testis. 


THREE CASES OF PLACENTA PRAEVIA TREATED BY DELMAS’ METHOD. 

Delmas’ method of rapid delivery was practised in three cases of 
placenta praevia in which the cervix was less than half dilated and the 
child’s life seem endangered. Manual dilatation of the cervix was performed 
under anaesthesia by stovaine; full dilatation was attained in four minutes 
im two cases, in 10 minutes in the third The child was then delivered by 
version in each case, one of the infants living, the other two being still- 
born. The mothers recovered. It was noted that the spinal anaesthesia 
did not produce any symptoms of collapse, although it is admitted that 
hypotension was not present in any of the cases. Delivery was effected 
without undue haemorrhage and the uterus retracted normally in every case. 

Reviewing the published figures relating to Delmas’ method Lambert 
reaches the following conclusions. 

Mortality of 65 cases of placenta praevia treated by Delmas’ method: 

Maternal mortality, eight per cent. 
Foetal mortality, 49 per cent. 
Mortality of 294 cases of placenta praevia treated by Caesarean section : 
Maternal mortality, 4.7 per cent 
Foetal mortality, 12.2 per cent. 

With regard to the degree of cervical dilatation attained, by which the 
value of the method must be assessed, Lambert is of the opinion that no 
constancy will be found in the degree of dilatation reached before the cervix 
tears, although, in general, better dilatation will be obtained in multiparae. 


ELEVEN CASES OF PUERPERAL INFECTION TREATED WITH INTRA-UTERINE 

INJECTIONS OF VACCINE BY MEANS OF A CARREL DRAIN. 

Montagne treats cases of puerperal infection by blunt curettage of the 
cavity of the uterus, followed by the insertion of a Carrel tube packed round 
with gauze. He then injects into the uterus through the tube five c.cs. of 
a polyvalent vaccine, repeating the injection every two hours until defer- 
vescence occurs. The Carrel tube is changed every 24 hours. He has 
treated eleven cases, most of which were mild, with nine recoveries. After 
the curettage a rigor was observed in several cases. He regards this as of 
good omen, a sign that the local lesion is opened up to the action of the 
vaccine, 
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ACCIDENTAL ANTE-PARTUM HAEMORRHAGE; DEATH 10 Days AFTER PorRRO’S 

OPERATION; PoLycystic KIDNEys. 

The patient, who had two children and was aged 34, had had albumin- 
uria and lumbar pains during the first pregnancy, which terminated 
normally The second pregnancy ended in the expulsion of twins at the 
sixth month. During the third pregnancy lumbar pain was severe, the 
urine was loaded with albumin, anaemia was pronounced and the general 
condition was poor. A severe haemorrhage occurred at the eighth month, 
and labour, which commenced at once, was completed immediately by 
manual dilatation of the cervix and extraction by version. As bleeding 
still continued hysterectomy was performed by Porro’s method. The uterus 
presented numerous interstitial and subserous haemorrhages Death 
occurred 10 days after the operation. At autopsy both kidneys presented 
the typical appearances of polycystic disease. 


INTRAPERITONEAL HAEMORRHAGE AS THE FIRST SIGN OF AN_ EPITHELIAL 
TUMOUR OF THE Ovary. 
A case is described in which a girl, aged 19, suddenly sustained a severe 
intra-abdominal haemorrhage, which proved at operation to arise from the 
surface of an uncomplicated unilateral multilocular ovarian cyst. 


A CASE OF CORNUAL PREGNANCY WITH RETENTION OF THE PLACENTA IN THE 

CORNU. 

The authors describe a case of cornual gestation which was diagnosed 
before delivery by the asymmetry of the uterus. Labour commenced at 
term and a macerated foetus was expelled spontaneously. The placenta had 
not separated one hour after delivery and was accordingly removed artifi- 
cially. The placenta, in its irregular shape, its thinness and its irregular 
maternal surface, resembled the placantae found in cases of placenta 
praevia. 


EcLaAMpsIA COMPLICATED BY HEMIPLEGIA WITH APHASIA AND JACKSONIAN 

Fits. 

The patient, a primigravida aged 27, developed ante-partum eclampsia 
associated with typical eclamptic fits at the eighth month. Labour com- 
menced spontaneously and she was delivered of a living child. The fits 
persisted for 24 hours after delivery. Lumbar puncture was performed and 
the fits ceased, but were followed by coma and great restlessness. 

On the second day after delivery a right hemiplegia with aphasia was 
present and the fits recurred, not generalized as before, but preceded by an 
aura and strictly localized to the paralysed side. The fits were very fre- 
quent, 37 occurring in one night. Both the hemiplegia and the fits per- 
sisted unchanged for 10 days. She then began to improve and two months 
later recovered completely. The syndrome was attributed by the authors 
to a cortical cerebral haemorrhage. 


CONVULSIONS OF MENINGEAL OR CEREBRAL ORIGIN DURING PREGNANCY 
SIMULATING ECLAMPSIA. 
Two cases of convulsions occurring during pregnancy are described. The 
first patient, who died after Caesarean section, gave a history of previous 
nephritis and was found at autopsy to have a purulent basal meningitis, 
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The second patient had 15 generalized convulsions which exactly 
resembled those of eclampsia, when she was six months pregnant. Follow- 
ing immediate Caesarean section she developed a complete hemiplegia 
associated with deep coma which lasted three days. The nervous signs 
pointed to a lesion of the cerebral peduncle. She ultimately recovered, 
apart from mild post-hemiplegic symptoms. The lesion was considered to 
be embolic in origin, consequent upon attempts by the patient herself to 
procure abortion by means of an intra-uterine injection. 


THE ANATOMICAL AND CLINICAL FACTORS IN SPONTANEOUS REGRESSION OF 

AN EARLY TUBAL PREGNANCY. 

During the removal of a cystic ovary Kreis noticed that the Fallopian 
tube of the same side presented a swelling the size of a small cherry. 
Sections of the swelling showed a mass of old degenerated villi completely 
embedded in the wall of the Fallopian tube and surrounded by very active 
tubal epithelium. At the site of the nodule the lumen of the Fallopian 
tube was completely obliterated by adhesions between the plicae of the 
tubal mucosa. The patient gave a history of three months’ amenorrhoea 
two years ago, followed by slight irregular bleeding. 

The case raises the question to what extent tubal gestation can undergo 
spontaneous cure. While a clinical cure is undoubtedly possible Kreis is of 
the opinion, from the case he describes and from a consideration of the 
literature, that an anatomical cure, with complete absorption of the ovum 
and reconstitution of the lumen of the Fallopian tube, does not occur. 


CEREBRAL HAEMORRHAGE IN A NEWBORN CHILD DELIVERED BEFORE THE 

ONSET OF LABOUR. 

The child was born by Caesarean section performed for placenta praevia. 
Although the foetal heart was heard at the commencement of the operation 
the child was stillborn. Examination showed the presence of a meningeal 
haemorrhage in the posterior horn of the left lateral ventricle. No cause for 
the haemorrhage could be found on examination of either the mother or the 
child. 


THE SPREAD OF CARCINOMA OF THE CERVIX TO THE VAGINA. 

Keller points out the two ways in which the vagina can be involved in 
a case of carcinoma cervicis, namely, by infiltration of the whole thickness of 
the vaginal wall by the cancer, or by diffuse superficial involvement of the 
epithelium. Although rare, this second form of vaginal involvement is im- 
portant from the point of view of the practicability of Wertheim’s opera- 
tion (for that matter also in the question of the prognosis after radium 
treatment). 


An ATROPHIC HyDATIDIFORM MOLE. 

The patient’s first pregnancy ended in a hydatidiform mole. The 
second pregnancy was normal. She was seen by the authors during her 
third pregnancy, when, despite amenorrhoea of five months’ duration, the 
uterus only corresponded in size to a three months’ gestation. Following 
the injection of lipiodal for diagnostic purposes she passed a typical hyda- 
tidiform mole. The authors comment on the not unusual occurrence of 
atrophic moles, of smaller size than a normal pregnancy of the same period 
of amenorrhoea. 
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BACTERIOLOGICAL THERAPY IN Post-PARTUM AND POST-ABORTUM INFECTIONS. 

Laffont and Ezes have treated a series of these infections by the intra- 
venous injection of a polyvalent bacteriophage. In some of the cases the 
bacteriophage brought the temperature to normal after the usual treatment, 
including intravenous sulfarsenal and antistreptococcal serum, had _ failed. 
The treatment proved successful in every case. The authors consider their 
cases too few in number to allow any definite conclusions of value of the 
bacteriophage to be made, and they consequently do not give any details 
of their cases, but they consider the method merits a thorough clinical trial. 


PERFORATION OF THE UTERUS BY THE CURETTE. 

Ferrari makes a contribution to this controversy, which has divided 
French gynaecologists into interventionists and abstentionists. In the 
absence of infection he believes an expectant policy gives the best results. 
He has had six such cases, which all recovered without active treatment. 
He considers many of these accidents are occasioned by instrumental diffi- 
culty due to fibrosis of the uterus following repeated abortions. 

He has had two cases in which perforation occurred during the removal 
of conceptional products; in one case the curettage was digital, in the other 
instrumental. In both cases the perforation was signalized by the appear- 
ance of omentum within the cavity of the uterus. He treated both cases 
by abdominal hysterectomy and both patients died of peritonitis. The 
indication for immediate intervention is the occurrence of haemorrhage or 
the presence of infection, and he prefers the abdominal to the vaginal route. 


A CASE OF POST-ABORTUM TETANUS. 

The patient, a Moorish woman aged 20 years, induced abortion by 
inserting the stalk of a plant, probably parsley, into the cervix. The 
characteristic signs of tetanus appeared four days later. Antitetanic serum 
was given subcutaneously, and, since the infection arose in the uterus, 
vaginal hysterectomy was performed. Tetanus bacilli or spores could not 
be found in the uterus. The symptoms of tetanus progressively subsided 
after the operation and had disappeared completely by the tenth day. The 
patient then developed a pulmonary abscess, due to a mixed pneumococcal 
and streptococcal infection, to which she succumbed. 


‘TORSION OF A HEALTHY FALLOPIAN TUBE, PossIBLy DUE to TRAUMA. 

A nulliparous woman, 47 years of age, sustained a severe motor accident, 
in which she broke two ribs and an arm. Nineteen hours after the accident 
she experienced severe lower abdominal pain and a swelling of the left 
appendage developed. Immediate laparotomy disclosed that the pelvis was 
full of blood-clot and the left Fallopian tube was twisted on itself three 
times, blood dripping from its abdominal ostium. The ovary was independ- 
ent of the torsion. The Fallopian tube itself was normal. The incidence of 
the torsion so soon after the accident strongly suggests a causal connexion 
between the two, certainly from a legal standpoint. 


THE PATHOGENESIS OF ATRESIA OF THE UPPER PART OF THE VAGINA AND 
CERVIX. 
Spontaneous atresia of the upper part of the vagina in women past the 
menopause is usually regarded as a manifestation of senile involution. The 
condition is not uncommon, without any history of trauma or of infection. 
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The author has observed three cases of what he considers to be the early 
stage of the condition. Vaginal examination showed light adhesions 
between the anterior surface of the cervix and the vaginal wall. These 
adhesions were readily separated by the finger with the production of a 
little bleeding. The patients had not. previously experienced either bleeding 
or discharge. Fiolle considers that these adhesions are of an inflammatory 
origin and represent an early stage of atresia of the vaginal vault. 


POST-MORTEM DELIVERY OF A LIVING CHILD. 

A pregnant woman, who was also the subject of advanced valvular 
disease of the heart, was suddenly seized, just before term, by an attack of 
pulmonary oedema. One of the authors was hastily summoned and, 
finding the woman already dead, hastily tore open the cervix with a finger 
in the internal os, performed internal version and extracted a living 
child. Extraction was rendered easy by the laxity of the tissues. The child 
was cyanosed on delivery, but responded to artificial respiration by the 
mouth-to-mouth method, which was persisted in for 50 minutes before 
spontaneous breathing was established. It died, however, two days later 
of haematemesis and melaena. 


PERFORATION OF A PYOSALPINX INTO THE GENERAL ABDOMINAL CAVITY; 
RECOVERY AFTER SUBTOTAL HYSTERECTOMY WITH MIKULICZ’s DRAINAGE. 
Rousseaux prefers to speak of the perforation rather than the rupture of 

«a pyosalpinx, in view of the fact that the lesion is a progressive inflamma- 
tory ulceration of the wall of the Fallopian tube from within, similar in 
some respects to the rupture of a gastric ulcer. Although the point is 
mainly of academic interest, it is of importance in that a pre-perforation 
condition exists. and may manifest itself, as it did in the case described, 
by an increase in the degree of pelvic pain before the onset of the acute 
symptoms of the perforation itself. 


VESICO-VAGINAL FISTULAE. 

Keller has treated seven cases of vesico-vaginal fistula with uniformly 
successful results; a second operation was not necessary in any case. He 
ascribes his success to observance of the following points of technique: (1) 
The postponement of the operation until the scar is sound. (2) Initial 
cystoscopy to locate the site of the fistula and its relation to the ureters. 
(3) The use of general or spinal anaesthesia as opposed to local anaesthesia. 
(4) A free exposure of the operative field by thorough initial mobilization 
of the vagina. (5) The maximal separation of the bladder from the vagina 
at the fistula to minimize tension on the sutures. (6) The avoidance of 
catgut sutures to obtain haemostasis. (7) Great care in the insertion of the 
middle suture, which should pick up the bladder wall tangentially and 
completely bury the first suture, which closes the hole in the vesical 
mucosa. The third suture, closing the vagina, should be left open below to 
avoid the formation of a haematoma. (8) The use of a self-retaining 
catheter for 10 to 12 days. 


MORPHOLOGICAL CLASSIFICATION OF CANCER OF THE CERVIX; THE RELATIVE 
FREQUENCY OF THE VARIOUS FORMS. 
The authors have classified the various types of carcinoma cervicis, 
according to the macroscopical features of the growth, as follows :— 
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Cases 

1. Fungating type arising from the vaginal surface of the cervix ... 178 

2. Ulcerative type arising from the cervical canal... 2... .. «174 

3. Nodular type arising interstitially from the cervix ... .... 125 
4. Plaques, often ulcerated, arising in the posterior fornix from 

aberrant glands .. ee 2 


5. Atrophic form in old women with no characteristic site of origin 


n 


THE RELATION BETWEEN CARCINOMA CERVICIS AND ParITy. 

The authors conclude from a study of 510 cases that a close relation 
does not exist between the number of children and the incidence of carci- 
noma of the cervix. Fifty-six of their patients, or 11 per cent, were nulli- 
parae. The distribution ‘of the other cases was as follows :—- 


Panty as «ss I II Ill IV V_ VI VII and more 
Number of cases .... 100 114 85 49 30 34 42 

— ——— — 
Percentage ... ... 22 43 24.8 9.2 


The results are possibly vitiated by the fact that account is not taken of 
the relative frequency of the various degrees of parity in the population; 
thus the low percentage of cases occurring in women who had borne seven 
or more children may be accounted for by the relative infrequency of such 
women as compared with women with a lower degree of parity. 


Two CAsEs OF MENORRHAGIA OF PUBERTY CURED BY IRRADIATION OF THE 

SPLEEN. 

Two patients, aged 15 and 18 respectively, who complained of severe 
menorrhagia, were cured by irradiation of the spleen after various glandular 
and haemostatic remedies had been tried unsuccessfully. After the irradia- 
tion the amount lost became normal. Six treatments were given, each 
lasting 10 minutes, the dose being 500 R. at each treatment. 


A Fata CASE OF ARTEMISIA POISONING. 

A woman, who had had four children, took several glasses of an infusion 
of Artemisia to bring on a miscarriage two weeks after the first missed 
period. Abortion resulted the same night. Three days later intense 
jaundice appeared, the next day complete anuria, only a little pure blood 
being removed by a catheter, and she died the same evening. Autopsy was 
not performed. 


THE PORTES OPERATION. 
A successful case of this operation, in which the uterus was returned to 
the abdomen 4o days after the Caesarean section, is recorded. 
P. Malpas. 


Gynécologie et Obstétrique. 


No. 4, October, 1932. 
*A case of lipoid nephrosis recognized during pregnancy. Lévy-Solal and 
Maurice-Mayer. 
*The routine employment of a peritoneal flap in the lower segment 
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Caesarean operation to isolate the operative field. Michon. 
The prognostic value of the curve of variations in Maillard’s coefficient in 
cases of severe vomiting during pregnancy. Pigeaud and André. 
*The condition of anticonceptional medicine in Russia. Hamant and Cuenot. 
*Multiple neuritis caused by apiol taken as an abortifacient. Schachter. 
A case of calcified tuberculosis of the Fallopian tubes. Barca. 


A Case oF Lipoip NEPHROSIS RECOGNIZED DURING PREGNANCY. 

Lipoid nephrosis is a condition which, although infrequently seen, or 
infrequently recognized, bears important relations to the pathology and 
treatment of renal affections generally and to the pregnancy kidney in par- 
ticular. Lévy-Solal and Maurice-Mayer describe in detail a case of this 
condition. 

The patient was a woman aged 28, whose first pregnancy had ended in 
a spontaneous abortion of unknown origin. The authors first saw her during 
the third month of her second pregnancy, when she complained of generalized 
oedema. Two months later albuminuria appeared. She was put on a diet 
with restriction of protein and salt; improvement did not result and she 
was admitted to hospital. Examination of the blood then showed a raised 
cholesterin and fat content, a reduction in the total serum protein, the re- 
duction affecting the serum-albumin exclusively, with a resulting modifica- 
tion of the albumin-globulin ratio, and a normal non-protein nitrogen value. 
The blood-pressure was normal. Pending investigation of the blood- 
chemistry the patient was given only water for 24 hours followed by milk 
and fresh fruit for the next week. Uuder this regime both the oedema and 
the albuminuria became aggravated, and before the treatment could be 
modified in accordance with the humoral. findings, labour came on spon- 
taneously, a macerated foetus being expelled. 

After delivery further attempts were not made to restiict the protein of 
the diet, which was modified so as to restrict fluids, provide a moderate 
amount of protein, mainly in the form of peas and beans, and a minimal 
amount of fat. In view of the hypocalcaemia calcium was given in the form 
of the chloride, combined with thyroid extract, a deficiency of which was 
considered a possible aetiological factor. Under this regime she maintained 
a fair state of general health for two years, at the end of which time the 
blood-urea commenced to rise slightly. During this time both the oedema 
and the albuminuria have appeared irregularly, although without reference 
either to diet or to exercise. Because of the presence of slight stigmata of 
congenital syphilis and the fact that her husband had had an incomplete 
course of anti-syphilitic treatment she was given a course of six injections 
of bismuth. 


The case presents all the characteristic features of lipoid nephrosis. 
Clinically both the oedema and albuminuria showed marked diurnal varia- 
tions from no apparent cause and completely failed to respond to the 
standard method of treatment. The blood-pressure remained normal. The 
blood contained an excess of lipoids and cholestrin, a diminished quantity 
of serum-albumin and a normal quantity of non-protein nitrogen, certainly 
for two years. 


Various conceptions of the true nature of lipoid nephrosis have been 
maintained. According to Epstein and Miiller its underlying cause is a 
derangement of the metabolism of fat and protein, possibly attributable to 
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thyroid deficiency. This view would interpret the condition as a disease of 
the blood, it has been called albuminuric diabetes, rather than of the 
kidneys. 

A second view of lipoid nephrosis would make it one of the more rare 
manifestations of true nephritis. 

The authors’ opinion is that lipoid nephrosis is due to a combination of 
two factors, a lipoidaemia and a renal lesion, both of which are aggravated 
by pregnancy. The characteristics of the blood-chemisiry account for the 
failure of the usual methods of treatment of albuminuria appearing during 
pregnancy. The renal lesion causes the two symptoms which make the 
condition apparent, oedema and albuminuria. While pregnency is an im- 
portant complication of lipoid nephrosis it is not its direct cause, merely 
aggravating both the renal lesion and the lipoidaemia. 


THE SYSTEMATIC USE OF A PERITONEAL FLAP TO EFFECT THE ISOLATION OF 
THE OPERATIVE FIELD IN THE LOWER SEGMENT CAESAREAN OPERATION. 
In performing the lower segment Caesarean operation Michon employs 

the technique described below to obtain isolation of the hysterotomy field 

from the general peritoneal cavity, while still utilizing the transperitoneai 
route of approach. 

With the patient in the full Trendelenburg position the abdominal 
cavity is opened in the usual way, the peritoneum of the utero-vesical 
pouch is drawn up with the left hand and a transverse incision made in it 
at the level of the vesical reflexion. This incision extends laterally to the 
uterine vessels. The peritoneum is then stripped upwards with the fingers 
for about 12 cm. The flap so formed is split vertically in the mid-line. 
The margins of the flaps are then fixed to che edges of the incision in the 
parietal peritonium with Kocher’s forceps. A complete peritoneal funnel 
is so formed leading from the parietal incision to the lower segment. 

Michon completes the operation in the usual manner, employing, how- 
ever, a vertical incision through the lower segment. In closure, the edges 
of the peritoneum of the lower segment are drawn together with a purse- 
string catgut suture. 

In cases in which free drainage of the wound is considered necessary the 
forceps fixing the uterine and parietal peritoneum together are replaced by 
interrupted catgut sutures, and only the upper part of the abdominal wound 
is closed. With this modification the method is claimed to replace the 
need for the Portes operation of exteriorization of the uterus in heavily 
infected cases. 

The only complication of the technique has been the occurrence, in two 
cases, of a subperitoneal haematoma developing at the side of the uterus, 
caused by carrying the peritoneal flaps too far outwards. 

The technique resembles that of Phaneuf, differing from it in the use of 
the forceps instead of sutures to join the uterine to the perietal peritoneum. 


THE CONDITIONS OF ANTICONCEPTIONAL MEDICINE IN RussIA. 

Abortion is authorized in Russia up to the end of the third month of 
pregnancy. Each woman who desires an abortion must obtain permission 
from a commission consisting of a woman doctor, a political representative 
and a secretary. This permission is readily given. The operation is per- 
formed in one of the 13 official special hospitals or ‘ 
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It is done without anaesthesia, the cervix is dilated with Hegar’s dilators 
to size 11 and the ovum removed with a curette. The operation takes 
usually three or four minutes and often as many as 60 are done in a single 
morning. The total number of artificial abortions done annually in Mos- 
cow has risen from 3,724 in 1922 to 74, 757 in 1929. The immediate results 
are satisfactory. Only nine deaths are recorded out of 175,000 cases, and 
out of 50,000 cases, pyrexia occurred only in 222, a percentage of 0.44. 

In addition to the facilities for abortion provided in Moscow 50 birth 
control clinics are officially recognized. The method generally recommended 
in these clinics is the use of an occlusive pessary of rubber, or more 
commonly aluminium, which is covered before introduction with a spermi- 
cidal paste. 

As a result of the foregoing facilities the annual number of births in 
Moscow has remained stationary since 1924, although since then the popula- 
tion has trebled. The percentage of pregnancies which are allowed to 
proceed to term has fallen from 84 to 38 since 1924. 

The authors conclude by commenting on the bad social effects of this 
anticonceptional practice, evidenced by the high divorce rate, the increase 
in the incidence of venereal disease and the large number of cases of 
secondary sterility. Precise details of these features are, unfortunately, 
not given. 


MULTIPLE NEURITIS CAUSED BY APIOL TAKEN AS AN ABORTIFACIENT. 

Apiol, which is distilled from parsley seed, has been used as an aborti- 
facient for many years following the discovery of its strong purgative 
properties. It is only since 1931, however, that cases of multiple neuritis 
following its use have been reported. In all, 31 cases are now on record. 
Its toxicity has been shown to be due, not to the apiol itself, but to the 
accidental presence in the extract of tri-ortho-cresol-phosphoric acid. 
Animal experiments have demonstrated that this acid causes degenerative 
changes in both the central and peripheral parts of the nervous system. 

Similar cases were reported in America in 1930, where 15,000 men were 
affected with multiple neuritis after consuming an alcoholic drink called 
‘‘Jamaica-Ginger,’’ which was also found to contain tri-ortho-cresol-phos- 
phoric acid. 

Paralytic symptoms appear after a latent period of 10 to 15 days, during 
which period slight pains and formication are the only symptoms. The 
paralysis affects only the distal parts of the limbs, the legs before the arms, 
and sensation is not affected. The distribution of the paralysis and the 
absence of any sensory changes characterize the condition. The prognosis 
is good as regards survival, but poor as regards recovery of function of the 
affected muscles. 


P. Malpas. 


La Gynécologie. 


August, 1932. 
*The treatment of carcinoma of the cervix uteri. A. Siredey. 
September, 1932. 
Two cases of familial achondroplasia. M. Favreau and T. Senellart. 
The internal secretion of the embryo and its effect on the ovarian secretions. 
N. E. Ischlondsky. 
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September, 1932. 
*Anaesthesia for gynaccological operations. A. Binet. 
October, 1932. 
Two cases of familial and hereditary achondroplasia. M. Favreau and 
Mile. T. Senellart. 
*The internal secretion of embryonic extraction and its therapeutic applica- 
tion to ovarian disorders. N. E. Ischlondsky. 


THE TREATMENT OF CARCINOMA OF THE CERVIX UTERI. 

This article records the impressions given to the author by cases of carci- 
noma of the cervix from the time of his earliest student days. He traces 
the methods of treatment from simple douches and applications to the more 
modern methods of operation and radiotherapy. There are no details, such 
as results of treatment in the author’s clinic. 
ANAESTHESIA FOR GYNAECOLOGICAL OPERATIONS. 

The following methods of anaesthesia are available for gynaecological 
operations : 

(a) Cerebral anaesthesia. 

(b) Spinal anaesthesia. 

(c) Anaesthesia of the nerve roots. 

(d) Anaesthesia of the nerve trunks. 

(e) Local anaesthesia. 

(f) Anaesthesia of the sympathetic system. 

Cerebral anaesthesia is obtained by drugs which are absorbed by inhala- 
tion, ingestion by the mouth, after rectal instillation, by subcutaneous or 
intravenous injection. Inhalation anaesthesia is not to be advised in gynae- 
cology, because bad anaesthesia is little less than a catastrophe. Further- 
more,, the post-anaesthetic complications are severe. Narcotic drugs taken 
by the mouth are of no practical use in abdominal operations. Drugs ab- 
sorbed per rectum or by subcutaneous or intravenous injection are useful 
adjuncts to anaesthesia by inhalation in pelvic operations. 

Spinal anaesthesia, notably novocain and ethyl alcohol in serum, are 
injected into the subarachnoid space. The administration is extremely simple 
and perfect relaxation of the abdominal muscles is to be expected, with 
increased speed and safety in the operation. 


Post-operative pulmonary com- 
plications are rare. 


Further, the services of an anaesthetist can be dispensed 
with. The dangers lie in the risk of bulbar paralysis and a sudden fall in the 
blood-pressure; the latter can be remedied with ephedrine. Occasionally 
nausea and vomiting begin about 20 minutes after the injection. Syncope 
is rare; it should be combated with artificial respiration and intramuscular 
injections of ether. Secondary complications are retention of urine, head- 
ache, and paralysis of the lower limbs. 

Nerve-root anaesthesia may be peridural of epidural. The advantage 
claimed for this method of anaesthesia is the abolition of the complications 
which occur with spinal anaesthesia. The technique is easy after some 
practice. The needle is not pushed beyond the dura mater; 10 to 12 c.c. of 
the solution are discharged when that membrane is reached. Epidural anaes- 
thesia may be used for anaesthetizing the vulva and perinaeum. The needle 
is inserted through a sacral foramen into the epidural space, and 30 c.c. of 
the serum containing 50 mgms. of novocain are injected. Complete anaes- 
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thesia is obtained about 20 minutes later. The risks of this method are that 
the solution may be injected into the subarachnoid space or into a vein by 
mistake. Before making the injection the surgeon must be certain that 
neither cerebrospinal fluid nor blood drains through the needle. 

The sacral or lumbar nerve trunks can be anaesthetized depending upon 
the site of the operation. The technique is pronounced to be difficult and 
complicated, but in expert hands it gives splendid results. The line of ap- 
proach for both lumbar and sacral nerve trunks is given in detail. 

The author concludes that each surgeon has his own preference, but 
that spinal anaesthesia is undoubtedly safer and more satisfactory than the 
older inhalation method. 


THE INTERNAL SECRETION OF EMBRYONIC EXTRACTION AND ITS THERAPEUTIC 

APPLICATION TO OVARIAN DISORDERS. 

The technique of the preparation of the extracts and their action on 
the development of young animals has been described in previous papers. 

Striking results were obtained in three young women, in whom the onset 
of menstruation was long delayed. .The injection of the extract was rapidly 
followed by the appearance of the periods and development of secondary 
sex characteristics. 

The extract was also used in other women in whom an artificial meno- 
pause had to be produced either by operation or X-rays. The severe con- 
stitutional symptoms were removed entirely. The author believes that the 
extract probably acts directly upon the ovary, but that in the absence of 
ovarian tissue as a result of operative removal the pituitary gland is stimu- 
latec. 

A. J. Wrigley. 


Bruxelles Médical. 


No. 51, October 16, 1932. 
*The examination of the uterine cavity. Professor N. Gheorghiu. 
No. 53, October 30, 1932. 
Caesarean section for Bandl’s ring. J. L. Audebert. 
No. 2, November 13, £932. 
Results of bilateral salpingectomy for pelvic inflammation. Jean Louis 
Wodon. 
No. 6, December, 1932. 
*Some medico-legal aspects of twins. Professor a Brindeau. 


THE EXAMINATION OF THE UTERINE CAVITY. 
Professor Gheorghiu states that he believes the systematic examination 
of the uterine cavity after the completion of the third stage of labour is the 


only prophylactic treatment of puerperal infection and post-partum haemorr- 
hage. 


An anaesthetic is administered, if the patient is not already anaesthetized 
for the delivery of the child, and the skin and external genitalia are made 
surgically clean with soap and water, alcohol, and tincture of iodine. The 
ungloved hand is used after the usual scrubbing up. There need be no 
hesitation in introducing the hand into the uterine cavity as often as is desired. 
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The remains of the placenta and membranes are removed. This procedure 
is followed by an intra-uterine douche with distilled water. The uterus is 
then thoroughly emptied and watched carefully for two or three hours. 

Since adopting this technique Professor Gheorghiu has not had a single 
case of primary or secondary post-partum haemorrhage. He believes the 
hand can be introduced into the uterus immediately after delivery without 
danger to the patient; that retained portions of placenta or membranes are 
the determining cause of puerperal infection and post-partum haemorrhage; 
and, lastly, that the routine examination of the placenta and membranes 
after delivery is worthless. 


SOME MEDICO-LEGAL ASPECTS OF TWINS. 

A study of twins presents a number of questions of medico-legal interest. 
Which is the older of twins? They may be born before the arrival of 
doctor, midwife, or any attendant. The presence of oedema of the scalp, 
genitalia, or face on either of the babies will decide this point. The first- 
born should always be identified at once by tying something round the 
wrist or ankle. The first-born must be registered as such with the Registrar. 
In France, the Ministry of War and the Ministry of Justice had to decide 
whether twins might be allowed a reduction of military service. The answer 
was in the negative, and the first-born had to serve his full term. The 
paternity of twins may be doubtful. Is it possible for each twin to have a 
different father? This must be rare but is thought to be possible. The 
question has arisen in the Courts when a European woman, whose husband 
is of the same nationality, has given birth to twins, one of which is white 
and the other black. Is the white baby to be regarded as a legitimate or 
illegitimate child? Researches into the blood agglutination reactions of 
direct relatives, which might have been of great help in such problems, have 
been most disappointing. 


A. J. Wrigley. 


Bulletin de la Societé Médicale des Hépitaux Universitaires 
de Quebec. 


*The complications of renal origin requiring premature interruption of 
pregnancy. F. Gagnon. 


THE COMPLICATIONS OF RENAL ORIGIN REQUIRING PREMATURE INTERRUPTION 

OF PREGNANCY. 

The premature interruption of pregnancy after the sixth month, with 
a high infant mortality, is indicated only under dire necessity. The indi- 
cation, other than cardiopathies and placenta praevia, is renal disease, 
caused or exacerbated by pregnancy. Three cases cited. 

The first patient, who was in the seventh month of her fifth pregnancy, 
was seized with violent abdominal pain and became extremely collapsed. 
For two days previously she had had headache, dimness of vision, steady 
abdominal pain and fainting. Blood was escaping from the uterus 
which was of woody hardness. Foetal parts could not be felt. The os 
was closed. Half a grain of morphia failed to relax the uterine spasm. 
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The diagnosis of a detached, normally situated placenta, with concealed 
haemorrhage, was made. Vaginal Caesarean section was performed under 
ether anaesthesia. A dead foetus was delivered. The detached placenta 
and blood-clot were easily expressed. The patient recovered. 

The second patient was aged 33 and eight months’ pregnant. A poly- 
cystic kidney had previously been removed. For some days she had marked 
swelling of the feet and dyspnoea. She had sudden pain, of great severity, 
in the abdomen, marked dyspnoea, and continuous cough with blood-tinged 
sputum. There were symptoms of severe shock, and marked oedema of the 
upper limbs, the lower limbs and the abdominal wall. The left ventricle was 
dilated; the blood-pressure was 200/130 mm. hg. Albumin was abundant in 
the urine. Two blood transfusions of 300 c.c. and 250 c.c. respectively, were 
given at an interval of two and a half hours. She was given fluids, caffeine 
and purges for five days. The quantity of urine increased. The blood- 
pressure fell to 160/100 mm. hg. After the fifth day untoward symptoms 
returned. The patient was in extremis; under spinal anaesthesia vaginal 
Caesarean section was performed; the operation occupied 15 minutes and 
and the child was alive. She rapidly recovered. The urinary excretion 
increased; she left the hospital on the 29th day with a live child. 

The third patient was a multipara, who was aged 38 years, and was 
25 weeks’ pregnant. The history was negative in this case. She complained 
of headache, fatigue, dyspnoea, dimness of vision and oedema. Albumin 
was present in the urine; the blood-pressure was 250/140 mm. hg. A blood 
transfusion of 400 grammes improved her condition. Albuminuric retinitis 
was present. The cervix was very rigid. Vaginal Caesarean section was 
performed in 18 minutes under spinal anaesthesia. The child was born alive, 
but died 12 hours later. The patient made steady progress and was dis- 
charged from hospital on the fifteenth day. 

The author cites these three cases to illustrate the great value of vaginal 
Caesarean section and its superiority over the induction of labour and 
dilatation of the cervix, whether manual or with a bag. In cases of cardiac 
disease, eclampsia, and complications of renal origin, vaginal Caesarean 
section is a sure and speedy method of delivery, abdominal Caesarean section 
is reserved for cases of mechanical displacement and central placenta praevia. 

J. Lyle Cameron. 


Archive fur Gynakologie. 


Band 149. Heft 2. 

Fatherhood of the illegimate child in the legal code in Greece. N. Louros. 

Studies in the physiology of exertion in pregnant women. Part I. The 
influence of bodily work on muscle metabolism. H. Krukenberg. 

*The importance of chloroform narcosis in manual assistance and extraction 
in breech deliveries. E. Frey and H. Koller. 

The Mitochondrial structure of the cells of the human corpus luteum. 
M. Malinowsky, M. Kuschnir, and E. Petrowa. 

The stadium proliferationis sive hyperaemicum, also the conception and 
limitation of the ‘‘Bliitestadium’’ of the human corpus luteum. R. 
Meyer. 
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Radiograms as a diagnostic aid in gynaecological and gynaeco-urological 
diseases. H. O. Kleine. 
Storage of lactic acid in the fluid of the hydatidiform mole. H. O. Kleine. 
The differential diagnosis of swellings in the groin. (Distinction between 
inguinal hernia and varicocoele of the round ligament). H. O. Kleine. 
The excretion and isolation from the urine in pregnancy of growth-increas- 
ing endocrine substances. E. Wehefritz and E. Gierhake. 

The behaviour of the platelet count and coagulation time during pregnancy, 
as based on recent methods of research. H. Eufinger and K. Knobloch. 

The xanthoprotein in defibrinated blood during pregnancy. Part Il. The 
behaviour in foetal blood, in the liquor amnii and in pregnancy toxi- 
coses. H. Eufinger. 

The blood-sugar of sucklings and its connexion with the physiological loss 
of weight after birth. A. Kohler. 

The influence of ultra-violet rays on cholesterin metabolism. R. Hubert. 

Anotomical and clinical experiences of 65 cases of endometriosis. K. 
Rosenloecher. 

Leukaemic priapism of the clitoris simulating a carcinoma. H. Kulka. 

Eunuchoidism in the female. J. Novak. 

The hormone of the anterior lobe of the pituitary, and the pituitary gland. 
H. Baniecki. 

Menstruation, pregnancy and labour in uterus arcuatus. H. Dworzak. 

Precocious puberty in consequence of chorion-epitheliomatous tumours. 
H. Siegmund. 

Concerning the origin of genital bleedings in the female in essential 
thrombopenia (Frank). A. Gremme. 


Band 149. Heft 3. 

“Causation, clinical features and treatment of endometriosis. L. Seitz. 

Quantitative researches concerning the excretion of follicular and anterior- 
pituitary hormones at the end of pregnancy. H. Runge, H. Hartmann 
and K. Sievers. 

The action of oestrogenic hormones on lipases. O. Miihlbock and C. Kauf- 
mann. 

Viscosity of leucocytes as a clinical test of function and its significance in 
gynaecological problems. H. Eufinger. 

Further experiences with a simple serum reaction for the diagnosis of 
pregnancy (second modification). Part III. E. Manoiloff. 

*Causation of post-operative and puerperal thrombo-embolus. Gaessler. 

Studies in the physiology of exertion in pregnant women. Part II. 
H. Krukenberg. 

The action of cortical suprarenal extract on the genital organs of female 
rabbits. E. Englehart. 

Melanotic pigment in vaginal epithelium. W. Schiller. 

*Estimation of bacterial virulence before operation for cancer of the uterus, 
with special consideration of alterations in virulence following X-radia- 
tion. H. Brunner. 

Statistics of lying-in institutes and institutional deliveries. Hanauer. 

The services of Georg Prochaska (1749-1820) to gynaecology. J. Stur. 


Band 150, Heft 2. 
Weight and nitrogen content of the liver during pregnancy in connexion 
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with the question of function hypertrophy. O. Bokelmann and W. 
Scheringer. 

Stillbirths, early infantile mortality and maternal mortality in the years 
1925 to 1931. E. Puppel. 
*Diabetes and pregnancy. M. Nothmann and A. Hernstein. 
*The problem of auto-infection in obstetrics. Part I. The external genitalia 
and vagina as a source of streptococcal infection in healthy pregnant 
subjects. A. A. Smorodinzeff, I. Wygodsky and O. Maslow. 
*Suturing the ovary and the uterus. N. Kakuschkin. 
*Post-operative recurrence of carcinoma colli uteri: its localization, sympto- 
matology, diagnosis, differential diagnosis, prophylaxis and treatment. 
H. Kamniker. 
Transplantations from the uterus to the anterior chamber of the eye: 
implantation of endometrial and myometrial fragments. R. Neumann. 
Researches concerning the influence of ovarian extracts on basal metabolism. 
C. Kaufmann, C. Miiller, and M. Steuber. 

The occurrence, clinical significance and origin of the enterocystoma. K. 
Podleschka. 

New immunological facts and the teaching of von Baumgarten concerning 
congenital tuberculosis. A. Wolff-Eisner. 

Fistulous communication of the uterus with the small and large intestine 
in carcinoma of the sigmoid flexure. H. H. Schmid. 

Conditions of diagnosis, symptomatology and pathogenesis of superficial 
ovarian pregnancy. H. O. Kleine. 

Congenital pneumonia as a cause of stillbirth. C. Miiller. 

Perineal section during labour as a prophylactic method preventive of 
obstetric trauma and morbidity. A. Mordwinkin. 


THE IMPORTANCE OF CHLOROFORM NaRCOSIS IN MANUAL ASSISTANCE AND 

EXTRACTION IN BREECH DELIVERIES. 

Since 1924, at the Ziirich Universitats-Frauenklinik, chloroform anaes- 
thesia is given as a routine in breech delivery when manual assistance in 
extraction is required: vaginismus and levator spasm are excluded, with 
reduction of the foetal mortality, so that as good foetal prognosis is claimed 
as in cephalic delivery. Anaesthesia is begun soon after the anterior half 
of the breech is visable in primiparae; soon, after the completion of the 
first stage in multiparae. Deep breathing is recommended, and strain is 
forbidden. Extraction (as distinguished from manual assistance) is 
recommended in pelvic presentations, if, after rupture of the membranes 
and full dilatation, the child is not born as far as the navel after 51 to 100 
pains in primiparae, or 25 to 75 in multiparae. The corrected foetal and 
maternal mortalities, in a series of breech deliveries treated on these lines, 
were nil. 


CAUSATION, CLINICAL FEATURES, AND TREATMENT OF ENDOMETRIOSIS. 

In this paper, occupying 80 pages, numerous cases of endometriosis are 
described clinically and pathologically. One patient, aged 21, had never 
menstruated, and the endometriosis (chocolate cysts) of both ovaries and 
one Fallopian tube which was found at operation, in combination with 
ovarian dermoids, was not explicable by Sampson’s theory. In another 
patient, aged eleven, who had_ not menstruated, but in whom operative 
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findings signified that three ovulations had occurred, the presence of choco- 
late cysts seemed inexplicable save by retrogade flow and implantation of 
endometrial fragments—vaginal stenosis, haematometra and haematosalpinx 
were present. The microscopical findings are contrasted of two endometrial 
tumours removed at 12 months’ interval from the same patient, one from the 
recto-vaginal septum and the other a polypoid growth, free in the vagina: 
glandular development was minimal in the first, maximal in the second (in 
which the pressure was much less). Similarly the pressure factor is held res- 
ponsible for the almost complete absence of cyclic alterations in internal 
adenomyosis uteri, and of decidual modification in the same during pregnancy. 
It is justifiable to make a diagnosis of endometriosis, in the absence of char- 
acteristic microscopical signs, if (1) a ‘‘ chocolate tube ’’ or ‘‘ chocolate 
ovary ’’ is present and if (2) there is a clear history of repeated dysmen- 
orrhoea, or of peritoneal irritation, at the menstrual epoch. Two cases are 
recorded of haematosalpinx due to tubal endometriosis and simulating 
ectopic gestation: in one the left Fallopian tube was gravid and the choco- 
late fluid in the right Fallopian tube would usually have been regarded 
(Seitz remarks) merely as a consensual haematosalpinx. Seitz believes that 
tubal menstruation is usually due to small endometrial foci in the tubal 
wall: for a time small tubal bleedings at the menses are symptomless, but 
dysmenorrhoea follows closure of the abdominal ostium. Clinically the 
retrocervical endometrioma behaves like a malignant tumour, and Seitz 
believes that it not infrequently leads to the development of a malignant 
tumour in neighbouring organs, or changes, itself, into an adenocarcinoma. 
A case is described of collision of an endometrioma, in a woman aged 31, 
with a high rectal carcinoma: the latter appeared more sensitive to X-rays 
and radium than the retrocercival endometriosis. In a series of 65 cases of 
endometriosis treated during the last two years at Frankfurt, 19 affected 
the uterus, eight the Fallopian tube, 23 the ovary, four the pouch of 
Douglas, three the bladder, four the peritoneum, and four laparotomy scars 
chiefly. Three main clinical forms are differentiated: (1) uterine endome- 
triosis (endometriosis interna); (2) retrocervical endometrioma with infiltra 
tion of the posterior uterine ligagments; and (3) endometriosis of the ovary 
(chocolate cysts), Fallopian tubes and pelvic peritoneum with formation of 
a conglomerate tumour. The symptomatology of the series is fully described. 
Regarding treatment of retrocervical adenomyosis Seitz states that radical 
cperation does not invariably restrict further growth: the same is true of 
castration, either operative or by X-rays. On the other hand, massive 
doses of X-rays or radium does bring about regression of endometriosis, the 
cytogenous tissue being more radiosensitive than the glandular. 


CAUSATION OF POST-OPERATIVE AND PUERPERAL THROMBO-EMBOLUS. 

The blood after operations or labour shows (1) increase of globulin and 
fibrinogen; (2) increase of sugar and lactic acid, with diminished alkali reserve. 
As a rule normal proportions are restored after three days, but this was not 
the case in a lethal example of pos-operative pulmonary embolus. It is sug- 
gested that the danger signs of thrombosis and/or embolus may be detected 
clinically when the post-operative or post-parturitional disturbance of protein 
and carbohydrate metabolism shows prolongation: increased erythrocyte sedi 
mentation velocity and diminished alkali reserve (van Slyke) afford respect 
ively simple signs of globulin-fibrinogen increase and of increased blood 
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sugar and lactic acid. In treatment insulin would appear to deserve trial 
and the exhibition of dextrose to be detrimental. 


ESTIMATION OF BACTERIAL VIRULENCE BEFORE OPERATION FOR CANCER OF 
THE UTERUS, WITH SPECIAL CONSIDERATION OF ALTERATIONS IN VIRULENCE 
FOLLOWING X-RADIATION. 

The Ruge-Philipp test of the virulence of flora from the neoplasm as 
shown by growth in the individual patient’s blood was amplified by anaer- 
obic tests and proved to be of prognostic utility. Three weeks after pre- 
operative X-radiation an unfavourable course, following operation done 
then, was noted, and correlated with leucopenia: the outlook was consider- 
ably more favourable after a further three to five weeks. 


DIABETES AND PREGNANCY. 

Nothmann and Hermstein have found pregnancy in diabetics to be more 
common since 1924: the foetal mortality remains large, but the maternal 
prognosis is better, since the introduction of insulin. They mention, but 
have not confirmed, Holzbach’s suggestion that insulin derived from the 
foetal pancreas, towards the end of pregnancy, has a favourable influence 
on maternal carbohydrate metabolism. Exact chemical and clinical details 
are given of the fourth labour of a diabetic, receiving insulin, who showed 
uminished sugar tolerance and acidosis during the 10 days preceding term. 
The liquor amnii contained 138 mg. per cent of sugar (as compared with 
201 in the maternal blood) and 12 mg. per cent of acetone with 31 mg. per 
cent of /-oxybutyric acid. The foetal blood contained less sugar than the 
maternal blood at birth. The child died during the second day: it was 
unusually fat and had pial haemorrhage: it had shown a hypoglycaemic 
tendency which was treated by repeated subcutaneous injections of sugar, 


and the autopsy revealed pancreatic hypertrophy, the pancreas being thrice 
its normal weight. Mention is made of a case in which, influenced by this 
foetal loss, the writers were led to deliver a diabetic, 14 days before term, 
by Caesarean section, with spinal anaesthesia. 


THE PROBLEM OF AUTO-INFECTION IN OBSTETRICS. Part I. 

In cases in which labour was normal cultures from the lower third of 
the vagina and the posterior fornix rarely showed the presence of strepto- 
cocci, and these were avirulent in the overwhelming majority of cases. The 
action of the vaginal secretion is strongly bactericidal to streptococci in 
vitro, and “‘carrying’’ of streptococci on the external genitalia is very 
infrequent. 


SUTURING THE OVARY IN THE UTERUS. 

Clinical trials of this procedure in sterility have been less successful than 
its experimental use in animals. Suture of the ovary in the cavum uteri 
is not useful and should be abandoned: suture in the cornu, or in the 
neighbourhood of the pars interstitialis, holds out better prospects, but 
its technique demands further working out. The writer recommends 
bisection of the ovary, of which one half is left in the mesovarium so that 
persistence of endocrine function is assured, and the other half is implanted 
with retention of a pedicle of ligamentum proprium. In the writer’s 26 
cases of this operation, done for primary or secondary sterility in those with 
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damaged or excised Fallopian tubes, the menstrual function was improved 
in two, made worse in three, and unaltered in 12: the others were not 
traced. Of 169 cases in the literature of ovarian implantation in the cavum 
uteri, four seem to have had subsequent pregnancies, of which only one 
went to term: it seems also that 138 implantations into the cornu have been 
followed by 12 pregnancies, three going to term. 


PosT-OPERATIVE RECURRENCE OF CARCINOMA COLLI UTERI. 

Among 374 recurrences after operation 242 affected the scar, 88 the 
regional glands; 13 were metastases, four were implantation-metastases, and 
27 could not.be. classified. Regional gland-recurrences were nine per cent 
after non-radical operation, 26 per cent after Wertheim’s operation, and 
30 per cent after radical vaginal hysterectomy with removal of the adnexa. 
From the last two percentages it appears that metastases in lymphatic 
glands which are left behind, regress as a result either of X-radiation or 
tissue resistance. Vaginal hysterectomy had 67 per cent, against 55 per cent 
of local recurrences according as the adnexa were left or excised: in corres- 
pondence with this finding 1o per cent of serially examined Fallopian tubes 
and/or ovaries contained microscopic metastases. Recurrences numbered 
53-7, 23, 9.3, 7-6 and 3.3 per cent respectively in the first to fifth years 
after operation; no fewer than 23 (6.2 per cent) were noted after the fifth year. 
Cystoscopy is an important means of early detection of metastases, the 
urological side of the problem is discussed in detail. Operative treatment of 
local recurrence was rarely attempted, but that of gland recurrences 
was thought to be worth serious consideration. Palliative treatment usually 
consisted in the application of radium by a paraproctal incision, or more 
usually combined radium and X-ray therapy. Of the 374 cases, nearly 10 
per cent appeared cured according to the five-year’s standard. Cure was 
most frequent in parametrial recurrences. 

W. E. Crowther. 


Monatsscrift fur Gebursthilfe und Gyndkologie. 


Vol. Ixxxviii, May, 1931, Nos. 1 and 2. 

“The present position of the biological diagnosis of pregnancy and_ the 
serological relationship between parents and offspring. A. Pfleiderer. 

*The question of interrupting pregnancy in phthisis. Zenkh. 

*Cervical placenta. A. Stux. 

*Concerning prolapse of the cord. W. Schiller. 

Suitable forms of diet for infants and the value of calcium in invalid diet. 
G. H. Schneider. 

The influence of unden on the weight of prematurely born infants. 
G. Mugel. 

The prevention of carcinoma of the uterus. I. Spirito. 


Vol. Ixxxviii, June, 1931, Nos. 3 and 4. 
*Thyroid therapy before and during pregnancy with its influence upon the 
child. F. Gudernatsch. 
*A communication on damage to the liver in eclampsia, eclampsia without 
convulsions, and hyperemesis. IX. Rosenloecher. 


163 













JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


*The use of pernocton in eclampsia. H. Goecke. 

*The chemistry and clinical use of pernocton in obstetrics and gynaecology. 
F. Fretwurst and F. B. Ruder. 

*Haemorrhage in women older than 50 years. K. Tietze and C. Mayer. 

*Sterilization by tubal occlusion and its control by X-rays. H. Fuchs and 
E. C. Lork. 

Pyosalpinx and salpingitis with their treatment by prolan. H. Montag. 

Torsion of a large fibromyoma and subsequent bursting of the abdominal 
wall. F. Heinsius. 

Post-operative thrombosis. W. Lindemann. 

The effect of working in the tobacco industry upon the genitalia of the 
employees. M. Myalobeli. 

A short communication upon diseases of the liver, the uropoietic system 
in diseases of the kidney. W. Bickenbach. 


Vol. Ixxxviii, July, 1931, No. 5. 
*The placenta as an organ of internal secretion and its biological and patho- 
logical effect on the female body. L. Seitz. 
Pernocton-rectal anaesthesia in combination with narcosis during delivery 
as the ideal obstetric anaesthetic. W. Th. Scmidt. 
What should be understood by ‘‘Stroganoff’s methods’’ in eclampsia. 
P. Rissmann. 
[s there any influence of intra-partum foetal death on the desire for women 
to bear future children? E. Dauber. 
The course of an eight-months’ ectopic pregnancy (graviditas intramuralis) 
with a live child. E. B. Liebinsohn. 
Heavy metals in the treatment of malignant growths. B. Liegner. 


THE PRESENT POSITION OF THE BIOLOGICAL DIAGNOSIS OF PREGNANCY AND 
THE SEROLOGICAL RELATIONSHIP BETWEEN PARENTS AND OFFSPRING. 
The technical methods for diagnosing pregnancy can be divided into :— 
i. Direct estimation of foetal products. 

2. Estimation of the presence of ferments. (a) The presence of proteo- 
lytic ferments. (b) The presence of ferments which split the placenta 
(Abderhalden). 

3. The presence of maternal hormones.‘ (a) Ovarian hormones. (b) 
Anterior pituitary hormones. (c) Other hormones. 

4. The diagnosis of pregnancy from the relation between the colloids and 
ions. (a) Blood sedimentation test. (b) The ‘‘meiostagmin’’ reaction. (c) 
Freund-Kuminer’s cell reaction. (d) Kottmann’s and Thonen’s reaction. 
(e) The increased antithrombin reaction of Dienst. (f) The ninhydrin 
flocculation reaction. (g) Weichardt’s epiphenin reaction. (h) Precipitin 
reaction of Lipmann. (¢) The lipiod reaction of Romer. (j) The cobra 
haemolysis reaction. (k) The alcohol extract reaction of Luttge and von 
Matz. 

5. The diagnosis of pregnancy from the vegetative nervous system. 

6. The diagnosis of pregnancy from basal metabolic estimations. 

7. The diagnosis of pregnancy by Zangemeister’s method. 


The author’s work consisted mainly of testing the degree of opacity pro 
duced by mixing: 
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1. The mother’s serum with that of her child. 

2. Serum from a pregnant woman and that of the newly born. 

3. Serum from a non-pregnant woman and that of the newly born. 

4. Serum from a pregnant woman with that of a non-pregnant woman. 

5. Serum from one pregnant woman with serum from another pregnant 
woman. 

6. Serum from a woman recently pregnant with that of the newly born. 

7. Two sera from non-pregnant women. 

8. Serum only from a pregnant woman. 

9g. Normal serum only. 

10. Serum from cases of infection with that of the newly born. 

11. Serum from cases of infection with that of serum from a pregnant 


woman. 
12. Serum from cases of infection with that of serum from a non-pregnant 
woman. 


13. Serum from cases of infection alone. 
14. Serum from cases of infection with each other. 


Four hundred and forty-four tests were made. The results were not 
specific. The author states that a specific substance by which the direct 
presence of an ovum can be demonstrated is not produced during pregnancy. 


THE QUESTION OF INTERRUPTING PREGNANCY IN PHTHISIS. 

The author reviews the literature to the year 1864, when Grisolle first 
described tuberculosis as a complication of pregnancy. He gives the details 
of 21 cases which were observed for a considerable period. He discusses the 
treatment and its effect upon the patients. The author points out that the 
interruption of pregnancy does not have a_ beneficial effect upon the 
patients. 


CONCERNING PROLAPSE OF THE CORD. 

The author gives a very complete history of the literature on the subject, 
commencing with Guillameau in 1550. He quotes Benthin’s work, which 
summarizes the position to 1918. He investigated 587 cases which occurred 
among 67,859 births between the years 1905 and 1929. He discusses the 
various aetiological factors and states that the infant mortality was between 
40 per cent and 50 per cent. The causes of death are attributed by other 
authors either to pressure on the cord leading to attempts at respiration 
and asphyxia, or to cooling of the blood in a prolapsed portion of the cord. 
Authors, who have described cases of children born alive when pulsation in 
the cord had previously ceased, are quoted. The diagnosis is best made by 
internal examination. A series of tables is given showing the incidence and 
mortality, the results of reposition followed by spontaneous delivery, and 
spontaneous delivery without reposition. In his own series 100 patients 
delivered themselves spontaneously; 64 of the children were stillborn. 
Fifteen patients were treated by reposition and insertion of a pack; four 
children were stillborn. Version was performed in 53 cases; 22 children 
died. Caesarean section was carried out in 16 cases, with one foetal death. 
A leg was brought down in 18 cases; seven children died. Version was 
performed for transverse lie in 26 cases with a foetal mortality of 15. In 
104 cases the child was delivered by version and extraction; 39 children 
died. In 51 cases the forceps was applied; 17 children were stillborn. 
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Perforation and decapitation were done in 39 cases. The author concludes 
by saying that all patients who could possibly be predisposed to prolapse 
of the cord should be placed in an obstetrical hospital before the cord 
prolapses. Reposition is the therapy of choice when there is not any 
obstruction to labour. It is advisable to listen to the heart-sounds 
repeatedly and to terminate the labour as soon as they change, or as soon 
as the presenting part ceases advance. In all cases of contracted pelvis in 
primigravidae, when it is essential to have a live child, Caesarean section 
section should be performed. 


THYROID THERAPY BEFORE AND DURING PREGNANCY WITH ITS INFLUENCE 

Upon THE CHILD. 

The author first of all reviews the literature upon the subject and points 
out that Pighini produced poisoning of the mother with death of the foetus 
by means of injections of thyroid extract; Déderlein produced symptoms of 
poisoning by means of large doses of thyroidin. With smaller doses the 
young were born under weight; Seidentopf recorded similar findings with 
thyroxin. He next goes on to discuss the work which he did in 1914, when 
he attempted to produce a generation of hyperthyroid rats and failed. A 
definite influence was, however, noted on the young rats. He obtained 
three results: (1) With large doses typical symptoms of hyperthyroidism 
supervened, i.e. loss of weight, diarrhoea, muscular weakness and, later, 
cachexia which led to foetal death. The hair became golden and fell out in 
parts. (2) With regulated doses the animals remained healthy, but did not 
produce any young. Pregnancy never supervened after feeding parents with 
thyroid extract. It occurred later when the treatment ceased. (3) Cases 
which were treated towards the end of pregnancy resulted either in (a) 


abortion, (b) death of the young soon after delivery, (c) under-development 
of the young compared with the control animals. 


A COMMUNICATION ON DAMAGE TO THE LIVER IN ECLAMpsIA, ECLAMPSIA 

WITHOUT CONVULSIONS AND HYPEREMESIS. 

The author described two cases: (1) A case with hyperemesis with slight 
icterus early in pregnancy followed subsequently by typical eclampsia. At 
autopsy acute yellow atrophy and nephrosis were noted. (2) Hyperemesis 
began in the first month of pregnancy; it improved, but the sickness never 
disappeared. The patient was delivered with the forceps and died. Toxic 
liver damage and nephrosis were found at autopsy. The author concludes 
that long continued hyperemesis, even if it does improve, may lead to 
serious hepatic damage and death. In both cases the damage to the liver 
was the gross lesion; the nephrosis hardly manifested itself clinically. The 
author puts the second case down as one of eclampsia without fits. 


THE USE OF PERNOCTON IN ECLAMPSIA. 

The author records his results in 34 cases of ante-partum, intra-partum 
and post-partum eclampsia treated by pernocton and compares the results 
with 40 cases treated by other means. The cases were not selected. Per- 
pocton is a 10 per cent aqueous solution of the sodium salt of secondary 
butyl-brom-allylbarituric acid. Tables are given showing the number of 
fits before and after the injection of pernocton. Similar tables are also 
given for the cases treated by other methods. Details are given of several 
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special cases. There did not seem to be any effect on any of the children 
except, perhaps, a certain amount of narcosis in those born very soon after 
the injection. The children should be watched, and it is advisable that they 
should be slightly stimulated every now and then by pinching. There did 
not seem to be any effect on the blood-pressure when pernocton was used. 


THE CHEMISTRY AND CLINICAL USE OF PERNOCTON 1N OBSTETRICS AND 

GYNAECOLOGY. 

The author undertook an investigation to discover whether pernocton 
passed through the placenta and had any effect on the foetus. Each patient 
was given one cubic centimetre of pernocton per 12.5 kilograms of body 
weight; both primigravidae and multiparae were treated. 

There did not seem to be any effect on the foetal heart-rate; post-partum 
haemorrhage did not occur more frequently than with avertin. The usual 
fall of blood-pressure occurred. The investigation consisted mainly of 
examination of the urine of the mother and baby, the blood from the 
umbilical vein and the liquor amnii. The author is impressed with the 
value of pernocton in labour and suggests that it should also be used in 
gynaecology. 


HAEMORRHAGE IN WOMEN OLDER THAN 50 YEARS. 

The author reviews the literature and quotes a number of figures to show 
that the largest number of cases of haemorrhage in women of more than 
50 years of age is due to carcinoma cervicis. He points out the difficulties 
which arise as a result of the various authors not using standard methods of 
recording their statistics. In his own clinic between the years 1922 and 


1930, 376 cases of haemorrhage in women over 50 years of age were treated. 
He divides them into groups: (a) Those patients in whom there was 
irregular haemorrhage or in whom the menopause had occurred less than 
one year previously. (b) Those patients who had had amenorrhoea for at 
least one year. The first group he calls climacteric haemorrhage and the 
second post-climacteric haemorrhage. His cases are classified as follows:- 


(a) Climacteric haemorrhage (165 cases). 

Carcinoma 40, glandular hyperplasia 44, polypus 29, endometritis 17, 
myoma 13, erosion 5, myoma and endometritis 1, adenomyometritis 1, sar- 
coma of the uterus 1, irregular bleeding 4, unclassified 10, 


(b) Post-climacteric haemorrhage (211 cases). 

Carcinoma 140, glandular hyperplasia 7, polypus 26, endometritis 4, 
myoma 1, erosion 14, myoma and polypus 1, ovarian carcinoma and 
glandular hyperplasia 4, granulosa cell tumour and glandular hyperplasia 3, 
return of menstruation 2, urethral polypus 2, unclassified 7. 


STERILIZATION BY TUBAL OCCLUSION AND ITS CONTROL BY X-RAYS, 

The authors review the literature on the various methods employed for 
sterilization of women; one of the authors (Fuchs) had carried out the 
operation 73 times in 26 years employing either ligature, resection or 
excision. One patient in whom total resection had been practised subse 
quently became pregnant. Serial section failed to reveal any aperture in 
the stumps. The authors were able to examine 35 cases out of a series of 
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51, in which tubal sterilization had been undertaken, by means of iodipin 
injection into the uterus and X-rays; in five out of 17 of these in which 
ligature alone had been employed the lumen was not occluded. In the 
authors’ opinion the only safe method is radical excision of a portion of the 
Fallopian tube. The article is illustrated with a series of photographs taken 
after the injection of iodipin into the uterus. 


THE PLACENTA AS AN ORGAN OF INTERNAL SECRETION AND ITS BIOLOGICAL 

AND PATHOLOGICAL EFFECT ON THE FEMALE Bopy. 

The author draws attention to the general changes which occur in the 
body with the onset and progress of pregnancy. He refers to his work 
published in 1913 on ‘‘Pregnancy and Internal Secretion,’’ in which he 
says that the placenta during pregnancy potentially takes on the function 
of the ovary. It is now possible to show that chorionic epithelium contains 
a large amount of ovarian hormone. Philipp’s work proved that at least 
one of the constituents of anterior pituitary hormone (prolan B) is probably 
manufactured by the placenta. It seems obvious that the normal working 
of the endocrine system is shifted during pregnancy. 

The place where the maternal and foetal bloods meet is the placenta. 
A very thin membrane consisting of chorionic epithelium and the endo- 
thelium of the foetal capillaries separates the two bloods; yet, it effectively 
prevents them from mixing. It does not, however, prevent the interchange 
of gases and nutrient material, with the return of the waste products to the 
mother for excretion. The pregnancy depends so much on the placenta 
that it is not difficult to appreciate why nature has transferred all these 
functions to it. It is not yet possible to say which internal secretion 
governs the various morphological and functional changes. 

The alterations brought about by the placental hormone are shown 
by acromegaly of pregnancy, diabetes insipidus, adiposity, oesteomalacia 
of pregnancy, vasomotor disturbances similar to those of the climacteric, 
tachycardia of pregnancy similar to the tachycardia of thyro-toxicosis. 
There is also, as a result of pregnancy, a marked alteration of the basal 
metabolism. 

M. Datnow. 


Zentralblatt fur Gynakologie. 


Number 42, October 15, 1932. 
*The indications for venous ligature in pyaemia of genital origin C. 
Clauberg. 
*A new pregnancy reaction in rabbits. H. Hofmann. 
The effect of pregnant urine containing the anterior pituitary hormone 
upon the ovaries of adult mice. H. U. Hirsch-Hoffmann. 
*Madiener’s crushing of the Fallopian tube controlled by X-ray observation. 
H. Fuchs. 
An unusually large Meckel’s diverticulum in the newborn which led to 
difficulty in delivery. L. Voncken. 
The most convenient method of dilatation of the cervical canal. H. Keckeis. 
Hereditary appearance of an early climacteric without symptoms. A. 
Hirschberg. 
— Injuries of the vagina during coitus. F. J Bilenko. 
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Number 43, October 22, 1932. 
Delivery in a case of defective symphysis pubis. H. Goecke. 
Whether it is necessary to decapitate the delivered head in cases of arrest 
of the shoulders most satisfactorily to perform cleidotomy. A. Pohl. 
Isolated cerebral intoxication in pregnancy. H. Naujoks and H. Uffenorde. 
An experimental investigation into the reaction of the tubal muscle of 
human beings and animals to pituitrin and adrenalin. F. Kammerhuber. 

“The treatment of eclampsismus with a cholin ester. E. Schluze. 

*A contribution to the pathogenesis of melaena neonatorum. L. Honecker. 

Hormonal therapy in anomalous bleeding. P. Weiss. 

Experience of ovarian hormone therapy in amenorrhoea and dysmenor- 
rhoea. W. Scheidt. 

The so-called anterior pituitary hormone in the cerebrospinal fluid. K. 
Ehrhardt. 

A case of intrafollicular ovarian pregnancy. W. Kotter, 

Number 44, October 29, 1932. 

The pathology of water metabolism. S. G. Zondek. 

The excretion of lactic acid in the urine and sweat at the end of pregnancy 
and early in the puerperium. C. Holtermann. 

The treatment of post-operative ureteric fistulae. W. Weibel. 

The question of renal damage by radiation. P. Klein. 

Misleading appearance of renal calculus in a radiogram. L. Drunner. 

Prolapse of a ‘‘ureteric cyst’’ before the urethra. R. Pohl. 

Encrusted ulceration of the female urinary bladder. B. Ottow. 

*Uterine and vesical rupture after extraperitoneal Caesarean section. H. 
Loeb. 

Number 45, November 5, 1932. 

Obituary: Ludwig Piskacek. W. Weibel. 

The relation of gynaecology to orthopaedics. H. Albrecht. 

The relation of midwifery to orthopaedics. B. Valentin. 

A double injury of the musculo-spiral nerve in the newborn due to delivery. 
B. Ottow. . 

Mammary plastic operation. C. G. N. Noe. 

Venous ligature in puerperal pyaemia. H. Derechsweiler. 

Sterilization by operation upon the Fallopian tubes. M. Madlener. 

The female organism. St. Liebhart. 

A case of conglutination of the external uterine orifice. St. Biro. 

The early diagnosis of extra-uterine pregnancy. D. Ejisenstadter. 

Two cervical retrovesical myomata. A. Lehmacher. 


Number 46, November 12, 1932 

*The Russian experiences with the legalization of abortion. A. Mayer. 

The fall in the birth rate in town and country. H. Geede. 

The relief of pain in labour. H. Schultze. 

The X-ray investigation of the spread of genital carcinoma. E. Philipp. 

Examination of the anterior pituitary hormone content of the cerebro- 
spinal fluid. E. Kulka. 

An investigation of the anterior pituitary hormone A in the urine after 
radiation of the hypophysis. E. Stockl. 

The technique of a plastic operation for closure of cervical fistulae. B. 
Ottow. 
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An investigation of the pelvis with special reference to the pelvis in Pecs 
and southern Danubian provinces. N. Gaspar. 

A rare complication of novocain-adrenalin local anaesthesia. L. B. 
Josephocitsch. 

Number 47, November 19, 1932. 

Bending of the ovum on its long axis. D. Pulvermacher. 

*The question of menopausal symptoms after extirpation of the uterus. 
H. Hofmann. 

Bone disease in women suffering from uterine carcinoma and treated by 
X-rays. E. Philipp. 

*The spirals of the umbilical cord. K. de Snoo. 

The pathogenesis and treatment of exsiccation toxicosis of the newborn. 
E. Burghard. 

The treatment of uterine perforation after abortion. G. Frommolt. 

A case of congenital lymphangiectatic oedema. H. Geede. 

Symmetrical gangrene of the nates in puerperal infection. O. Schmidt. 

A warning against the modified Cohen method. KF. Eberhardt. 

Number 48, November 26, 1932. 

The recognition of hypoplasia of the vaginal mucosa. E. Klaften. 

Histological examination of the vaginal mucosa treated by electrophoresis. 
M. Berger. 

Midwifery and X-ray diagnosis, advantages and mistakes. W. Liepmann. 

*Investigation into the temporary sterility of Haberlandt. D. Gostimirovic 
and G. O. Kramer. ; 

Anaemia in gynaecological operations, particularly in colporrhaphy. V. 
Hillebrand. 


Multiple dermoid cysts of the ovary. B. Runeskog. 

A case of foetal death from an amniotic band. W. Oppenheimer. 

Damage to the foetal eye in forceps delivery. P. Goldschmidt-Furstner. 

A new microscopical method of demonstrating the presence of lactic acid 
in the vaginal secretion. A. W. Hochloff. 


Number 49, December 3, 1932 

X-ray castration. R. Schroder. 

Reid Hunt’s reaction and pregnancy. W. Neuweiler. 

The prevention of ileus after Doloris’ operation of ventral fixation. J. 
Novak. 

Paralytic ileus in pregnancy as a sign of toxaemia of pregnancy. A. P. 
Ramos and A. Roth. 

The treatment of post-operative intestinal atony with prostigmin. C. 
Buchholz. 

Secondary abdominal pregnancy and double tubal tuberculosis. N. P. 
Werhatzky. 

The treatment of gonorrhoea in the female with electrophoresis. M. Berger 
E. Sonkoly. 

Operative treatment of descent of the vagina and uterus. G. Bano. 

Remarks on the work of Heinrich Rotter on “Artificial hour glass vagina 


as a operation for prolapse in old women.’’ St. Sztehlo. 


Number 50, December 10, 1932. 
The diagnosis of the engagement of the anterior parietal bone by external 
examination. W. Haupt. 
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The bacteriological contents of copper and iodized catgut after a varying 
length of time in a wound. G. v. Linden. 

Experimental hormone investigations. M. Rodecurt. 

The prophylaxis of eclampsia. F. C. Hilgenberg. 

The psychogenesis and psychotherapy of emesis gravidarum. K.: Platonow. 

Eclampsia without convulsions or loss of consciousness. St. Biro. 

Penetrating wounds of the pregnant uterus as indications for Caesarian 
section. G. Warschawer. 

The technique of delivery by Caesarean section. F. Eisenberger. 


THE INDICATIONS FOR VENOUS LIGATURE IN PYAEMIA OF GENITAL ORIGIN. 

Clauberg discusses the value of venous ligature and refers to the sugges- 
tion of Marten at the Berlin Medical Society, where a decision for or against 
the procedure was not reached. Following this discussion the writer investi- 
gated the reports of cases under Stoekel in Kiel from 1910 to 1922, and 
Schroeder from 1922 to 1927. It became apparent that 68.5 per cent of the 
patients who recovered without operation would have been recommended by 
Marten for venous ligature. The author, therefore, suggests that such 
ligature is not the only satisfactory form of treatment and that early inter- 
ference may not always be called for; in fact it may be harmful. 

After his experience in the clinic at Zurich he considers that the vena 
cava should not be ligatured before the fourth rigor. Marten recommends 
early ligature of the vena cava in all cases of pyaemia following the first 
rigor after complete evacuation of the pregnant uterus. The author then 
refers to cases reported from Kiel by Kock in 1927 and by Runge in 1928. 

He suggests that the indications for this operation should be very strong, 
that it should not be performed until two rigors have occurred and that 
only cases with progressive venous thrombosis are suitable in order to arrest 
extension by venous ligature. If performed too early it may be performed 
unnecessarily. 

The vena cava was ligatured in five cases between the autumn of 1922 
and the spring of 1932 in the clinic in Kiel. 

The first patient was operated on after 32 rigors, sepsis having followed 
the operative evacuation of an incomplete abortion. The patient recovered 
and left hospital 115 days later. The second case also followed a septic 
abortion; the symptoms of infection were present for 36 days before opera- 
tion. In this case the vena cava and right ovarian vein were ligatured. 
The patient recovered and was discharged well 52 days after operation. The 
third case followed spontaneous delivery at term with a _ lacerated 
perinaeum. The patient had signs of pelvic sepsis with mental symptoms. 
The vena cava and left ovarian vein were ligatured and recovery followed 
with discharge from hospital 122 days after operation. The fourth case 
followed an early criminal abortion. The patient had had 17 rigors before 
admission. Operation was followed by death seven days later. Autopsy 
showed that the thrombosis of the vena cava was arrested by the ligature, 
but extension of purulent thrombosis had occurred along the ascending 
lumbar veins and involved both lungs. The fifth case followed a normal 
delivery. It was uncertain whether the placenta had been manually re- 
moved, or otherwise. After 27 rigors the vena cava was ligatured. Death 
from cardiac failure rapidly followed the operation. At the autopsy septic 
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thrombi were found in the vena cava up to, and including, the junction of 
the renal veins and in both lungs. 

After the experience with these cases at Kiel frequent operative inter- 
ference is not favoured; results are equally good with expectant treatment. 


A NEW PREGNANCY REACTION IN Rappits. 

Herbert Hofmann, working in the Frauenklinik in Prag, refers to 
previous work in connexion with the Zondek-Aschheim reaction carried out 
first with immature mice and later with isolated female rabbits. The re- 
actions with the rabbits were occasionally faulty. Such fallacious results 
are thought by Zondek to be due to a destructive effect of the anterior 
pituitary hormone on the renal epithelium. The author, therefore, used 
blood-serum, instead of urine, with the rabbit as experimental animal. He 
called the reaction Kanninchen Serum Versuch (KSV). To avoid errors due 
to abnormalities in the experimental animals each rabbit was subjected to 
laparotomy before injection with serum. Twenty-five cubic centimetres of 
blood are centrifugalized; the serum so obtained is washed with ether. A 
rabbit which has not been isolated longer than two days and weighs be- 
tween 2,300 grammes and 2,500 grammes is submitted to laparatomy; the 
auricular vein is injected with 13 cubic centimetres of serum; 10 to 15 
minutes should be occupied in injecting the serum because too rapid injec- 
tion leads to death with convulsions. Whenever the rabbit tolerates the 
injection badly, as shown by the disturbance of respiration, an interval of 
an hour should be allowed to elapse before completing it. After 24 hours, 
laparotomy is again performed. Definite haemorrhages will be found in the 
ovaries in cases in which the test is positive. The mortality in animals so 
treated is low and they can be used for other purposes later. 

The writer gives the details of 25 cases investigated with a correct 
result in each case. He considers that the KSV is most satisfactory owing 
to its speed and accuracy. s 

Since writing his article he has seen that of Brown in America who 
uses only three cubic centimetres of serum owing to his fear of the effects of 
bigger injections upon the rabbits. Hofmann thinks that smaller injections 
give less definite macroscopic results and that larger injections have not been 
found to be harmful to the animals. 


MADLENER’S CRUSHING OF THE FALLOPIAN TUBE CONTROLLED RY X-Ray 

OBSERVATIONS. 

Fuchs of Danzig refers to the work of Wolff in carrying out X-ray investi- 
gations on the permeability of the Fallopian tube after crushing with 
Madlener’s clamp. 

He considers that when a passage exists along which the injected fluid 
can pass from the uterus through the Fallopian tube into the pelvic cavity 
there must be a way for the passage of spermatazoa and ova. As a result 
of his investigation he found that the Fallopian tubes were permeable in 
25 per cent of the cases treated with Madlener’s clamp. The writer con- 
siders that a method of sterilization which results in permeability in 25 per 
cent of cases cannot be considered a safe surgical method of sterilization. 


THE TREATMENT OF ECLAMPSISMUS WITH A CHOLIN ESTER. 
Eberhard Schulze of Charlottenburg describes the effect of a cholin pre- 
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paration in cases of pre-eclampsia; describes pre-eclampsia or eclampsismus 
in the same terms as Essen Molller. 

For these cases he has adopted expectant treatment combined with the 
administration of a cholin preparation, made by E. Merck of Darmstadt, 
with a most satisfactory arrest of cerebral symptoms. This preparation is 
named ‘‘Lenten’’; it is a synthetic cholin derivative, a crystalline non- 
hygroscopic substance. It does not undergo chemical changes in solution 
or during sterilization. It has a depressing effect upon the parasympathetic 
nervous system. Animal experiments have shown that it causes a marked 
lowering of the blood-pressure, slowing of the pulse-rate, contraction of the 
pupils and a tonic effect on unstriped muscle, especially on the muscle of 
the alimentary canal. For this reason it has been found very valuable in 
post-operative intestinal atony. In cases of threatened eclampsia with a 
sudden rise of blood-pressure half a milligramme of lenten is given sub- 
cutaneously; the blood-pressure is subsequently estimated at intervals of 
a quarter of an hour or half an hour. The effect is apparent in about half 
an hour and is manifested by lowering of the blood-pressure, slowing of the 
pulse-rate, perspiration, salivation and vomiting, which serves to eliminate 
the contents of the stomach. 

When the results are slight a second dose of half a milligramme may be 
injected and a further dose may be repeated after an interval ot half an 
hour. 

The preparation is being perfected by Merck of Darmstadt and is not 
yet upon the open market. The clinical notes of cases treated with the 
preparation, with most satisfactory results, are appended. 


A CONTRIBUTION TO THE PATHOGENESIS OF MELAENA NEONATORUM. 

Honecker records a case of low implantation of the placenta which led 
to premature separation and foetal asphyxia in a primipara. The child was 
quickly delivered with the forceps in a state of white asphyxia from which 
it recovered. Within a few minutes of respiration being established the 
foetus passed a quantity of bright red liquid blood and this was repeated 
on the second and third days after delivery when well marked icterus also 
developed. The baby eventually recovered. 

The writer ascribes the condition to submucous haemorrhages similar to 
the subcutaneous bleeding which occurs in death from asphyxia. In his 
case the bleeding must have been in the lower bowel close te the rectum, 
since it appeared within five minutes of delivery. 


JTERINE AND VESICAL RUPTURE AFTER EXTRAPERITONEAL CAESAREAN 

SECTION. 

Loeb of Koln describes a case in which lower segment Caesarean section 
was performed for obstructed labour due to a flat pelvis, labour having 
lasted 28 hours. The uterine incision was closed in two layers and the 
pelvis drained. Recovery was uneventful. 

Near the end of her second pregnancy the patient had cystitis with 
albuminuria and a raised blood-pressure. Later she suddenly had acute 
pain over the whole abdomen. Twelve hours after the onset of pain she 
was removed to hospital and given a dose of morphia. Two hours later 
uterine contractions began; her pulse-rate was 128 per minute. Two hours 
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later the rhythmic contractions ceased, a smart haemorrhage occurred from 
the vagina, the fundus of the uterus was strongly contracted and the bladder 
was empty. The diagnosis of rupture of the bladder and uterus was con- 
firmed by operation. The foetus was dead and still in the uterine cavity. 
A rupture was not found at the junction of the upper and lower uterine 
segments at site of the previous Caesarean scar; the tear extended into the 
bladder subperitoneally. Blood had escaped into the genital canal but not 
into the peritoneal cavity. The uterus was amputated and the rent in the 
bladder closed. A self retaining catheter was left in the bladder and the 
abdominal wound closed with drainage. The patient’s recovery was un- 
eventful. 


THE RussIAN EXPERIENCES WITH THE LEGALIZATION OF ABORTION. 

Mayer reviews the results of legalized abortion in Russia. The Ryssian 
law aims at the avoidance of the dangers of criminal abortion. To this end 
legalized abortion has been instituted after enquiry which takes cognisance 
of social conditions as well as those of health. Operation is only under- 
taken during the first three months of pregnancy and is coupled with in- 
struction in contraception. Certain clinics are set apart for the performance 
of abortion. At first operations were carried out free of charge but, later, 
when the demand for beds greatly increased, a charge was made. Abortion 
is not encouraged in private houses but is permitted in some cases, the 
patient being responsible for all expenses incurred. 

The method usually employed is dilatation and curettage, without 
anaesthesia. Occasionally laminaria tents are used. The danger to the 
patients is very slight. Perforation of the uterus was recorded in 0.08 
per cent of 5,000 cases but it probably occurred more often, not being re- 
corded or recognized. The mortality was 13 out of 1,815 cases, nearly 0.7 
per cent. This is higher than the maternal mortality after delivery at 
term in Russia. The commonest cause of death was septic infection but 
the incidence is becoming rapidly lowered with the increasing skill of the 
operators. A rise of temperature is very frequent and often occurs after the 
patient has been discharged on the third day. The amount of tissue re- 
moved by the curette varies and in many cases too much has been removed 
with later oligomenorrhoea, amenorrhoea, sterility or abortion. The loss of 
the internal secretion of the decidua has, in some cases, led to an alteration 
in the ovarian function. Many patients have suffered from inflammatory 
lesions, such as parametritis and salpingitis. Among 264 cases of pelvic 
inflammation 96, i.e. 36.3 per cent, had had a previous abortion. Naturally 
secondary sterility might be expected to follow in a certain proportion of 
such cases. Sterility appears to follow once in three or four abortions. 
The risk of extra-uterine pregnancy appears to be greatly increased. Kiril- 
low reports that previously he dealt with eight cases of extra-uterine preg- 
nancy in three years: since the legalization of abortion he has dealt with 
200 cases in three years. In 3,790 cases of abortion 59 tubal pregnancies 
followed. With other observers tubal pregnancy appears to have been pre- 
ceded by abortion in 40 to 65 per cent. The incidence of uterine myoma 
There appears to be a risk of puerperal 
sepsis developing, after future confinement, from a dormant infection dating 
from the previous abortion. The writer points out that many women do 
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not reach full physical development until after the first parturition. When 
a first pregnancy is interrupted during the early months in women in the 
sarly twenties or teens a condition of hypoplasia becomes fixed. Attention 
is drawn to the disappearance of the maternal instinct. After deciding upon 
the sacrifice of a first pregnancy there is little to prevent the termination of 
the second and third. Women without children appear to have no concern 
at the destruction of human life. Marriage has become less stabilized as it 
is easier for the man to withdraw when there are no responsibilities to 
children. 

For these reasons the writer considers that operative abortion is an evil 
leading to psycho-sexual and moral damage as well as being antisocial. At 
the Congress in Kiew in 1927 it was resolved that operative abortion should 
not be encouraged without serious warning of the dangers which might 
follow its use. 


In spite of licensed abortion, which aimed at doing away with the definite 
evils of criminal abortion, criminal abortion still occurs. In view of these 
results in Russia the writer would greatly deprecate legalized abortion being 
introduced into Germany. 


THE QUESTION OF MENOPAUSAL DISTURBANCES AFTER UTERINE EXTIRPATION. 

Hofmann refers to various disturbances which have followed removal of 
the uterus without extirpation of the ovaries. He refers to the published 
works of Aschner, Erdmann, Kraul, Jung and Maxweil, pointing out that 
their findings undergo a steady decline in positive symptoms. Kraul in re- 
viewing 182 cases, in which at least one ovary was left, did not find one 
patient who could be properly described as suffering from menopausal 
symptoms; a few women had symptoms which were present before operation 
which he ascribed to hyperthyreoidism in 11 cases. Erdmann, in 22 cases, 
found three with marked symptoms; the patients were aged from 43 to 51 
years. Jung, in 357 cases, found 33 per cent without symptoms, 60 per 
cent with very slight symptoms and seven per cent with well marked dis- 
turbances. More than half the cases with slight symptoms had a definite 
tendency to instability. Maxwell appears to have had similar cases of 
disturbances following operation when the ovaries were retained. Aschner 
says that the incidence of menopausal disturbances is the same whether the 
ovaries are removed, or otherwise. 

The appearance of symptoms has been explained by (1) The Joss of the 
excretory function of the uterus. (2) The loss of the secretory function of 
the uterus. (3) Ovarian insufficiency. The second suggestion presupposes 
a definite uterine internal secretion, the removal of which gives rise to a 
definite uterine menopausal condition. The third supposition postulates 
ovarian degeneration after removal of the uterus, the symptoms which 
result being due to ovarian insufficiency. 

The writer investigated 432 patients operated on at Praj. Eighty of these 
patients had died; 254 replied to the inquiry. One hundred and six of the 
246 living patients did not have any symptoms, 121 had slight disturbances 
of the vasomotor type, and 19 had marked vasomotor and nervous dis- 
turbances leading to a generally miserable condition. 

The writer is at a loss to explain why certain patients should have 
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developed symptoms while half of those operated on were not inconveni- 
enced. 


THE SPIRALS OF THE UMBILICAL CORD. 

K. de Snoo reviews the reasons put forward by different observers for 
the occurrence of spiral twists in the human umbilical cord. Selheim’s 
explanation is that the maternal movements and, subsequently, foetal 
movements give rise to the twists, but with this supposition the author 
does not agree, as the child tends to turn first in one direction and then in 
another. The spirals are irregular and may be absent over long stretches 
of the cord and they do not all go in the same direction in any one cord. 
The author has been unable to show any connexion between the amount 
of liquor amnii and the number of twists in the cord. 


He has previously pointed out that the presentation of the vertex results 
{from the most satisfactory manner in which the vertex fits the pelvic inlet. 
The young of domestic animals are commonly born with the head present- 
ing, go per cent in the case of the horse and 95 per cent in that of the cow. 
In. these animals the highest part of the uterus is level with the pelvic inlet; 
cephalic presentation cannot, therefore, be ascribed to the support afforded 
to the uterus by the pelvic ring and the presentation of the vertex in the 
horse and the cow must be due to causes other than those which produce 
vertex presentation in the human being. 

Since this presentation persists even when the foetus is dead it cannot 
be due to foetal movements. The peristaltic uterine contractions, which 
are known to occur in the uteri of these animals, may cause presentation by 
the vertex. It would appear that a long foetus in a relatively long uterus 
might present by either pole but, in practice, the presentation always turns 
to a head during labour even if the breech was lower before the onset of 
labour, as in cases of multiple pregnancy in cats and dogs. The author 
explains this spontaneous version as a result of the action of the peristaltic 
movements of the uterus on the most movable part of the foetus. When 
the head is relatively big, as in the cat and dog, the limbs are very short, 
so that they cannot come down alongside the head during labour, as in the 
horse and cow; but in each case there is a long movable neck which gives 
freer response to peristaltic pressure than the, more rigid breech and back. 

In all the domestic animals the cord is relatively very short, ranging 
from 1/1.1 of body length in the pig to 1/5 in the goat. There is not, there- 
fore, any possibility of its prolapse during labour; the cord is smooth, not 
twisted, relatively thin and weak, so that it can easily snap at the end of 
the second stage of labour, as it normally does in the horse. The neck of 
the human foetus is short, the limbs and cord are particularly long. 

If the mechanism of labour were the same in human beings as in animals 
the limbs and cord would be expected to prolapse in front of the presenting 
head; but, in practice, this very rarely happens. The author’s explanation 
of the rarity of this occurrence is that the expulsive forces in man are not 
of the nature of a uterine peristalsis as in animals. 

The cord, being longer in human beings, is liable to wind round the 
neck and limbs in a way which does not occur in animals. It is therefore 
liable to pressure and the circulation in the umbilical vessels may be inter- 
fered with. He points out that the human cord contains a large amount of 
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Wharton’s jelly, which is absent from domestic animals. Unlike the animals’ 
cords it also undergoes spiral twisting and the formation of false knots. 

A twisted cord is able to resist greater pressure and its circulation is 
maintained more certainly than the circulation in a smooth cord. The 
author looks upon Wharton’s jelly and the twisting of the cord as a pro- 
tective mechanism against interference with the foetal circulation from 
pressure on the umbilical cord. The cords of monkeys are similar to those 
of human foettis. 


EXPERIMENTS ON TEMPORARY HORMONAL STERILITY ACCORDING TO HABER- 

LAND. 

Gostimirovic and Kramer carried out a series of experiments on mice to 
investigate whether the corpus luteum of pregnant mice has an inhibitory 
effect on ovulation and therefore produces sterility. Moreover they used 
liver tissue from pregnant mice to see if it had a similar effect. 

A diminution in ovulation and fertility did not result when ovarian 
tissue was transplanted from pregnant mice to non-pregnant ones. 

When the corpus luteum of pregnant cows was transplanted they again 
obtained negative results as regards ovulation; there was a short, but 
negligible, period of sterility. 

When liver was transplanted they again obtained negative results, but 
they found that the mortality among the animals to which the transplants 
were made was relatively high. 

The authors have not, by their experiments, been able to substantiate 
Haberland’s suggestion of temporary sterility following such transplanta- 
tions of tissue from pregnant animals. 


R. H. B. Adamson. 


Miinchener Medizinische Wochenschrift. 


14th October, 1932. 
On the psychology of young mothers. L. von Seht. 
21st October, 1932. 
The control of labour by means of drugs. K. Heyrowsky. 
28th October, 1932. 
What does domiciliary midwifery accomplish. O. Fahlbusch. 
*Menstruation and diabetes mellitus. R. Peperkorn. 
11th November, 1932. 
Domiciliary and institutional midwifery. G. Déderlein. 
“The outcome of undesired pregnancy. P. Gornick. 
18th November, 1932. 
What charactistics should a good uterine dilator possess. C. J. Gausz. 
25th November, 1932. 

*The after treatment of carcinoma in gynaecology. F. v. Mikulicz-Radecki. 
The effects of the long waves of the X-rays on the sexual region. Axmann. 
2nd December, 1932. 

On the question of the treatment of sepsis. H. S. Leopold. 
“The after treatment of carcinoma in gynaecology. (concluded). F. v. 
Mikulicz-Radecki. 
oth December, 1932. 
*Labour controlled by means of gynarcopan suppositories, H, Kurig. 
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THE AFTER TREATMENT OF CARCINOMA IN GYNAECOLOGY. 

Miculicz-Radecki stresses the importance of the after treatment of women 
who have received treatment for carcinoma of any portion of the genital 
tract and claims that its success depends on a close liaison between the 
general practitioner and the hospital. The radium institute at Stockholm 
serves as a model; for, owing to state support, any patient may receive free 
treatment and, if necessary, free transport to and from the hospital. The 
women’s hospital at Berlin sees that every discharged patient receives 
nourishing food and adequate nursing. Both radium and the X-rays damage 
the woman and, apart from the cancer, necessitate a prolonged and careful 
convalescence. The diet must be light, easily digested and nourishing, and 
a free and easy action of the bowels be secured daily. Fresh air and sun- 
light (except on the area of skin affected by the X-rays) are beneficial. An 
increase in body weight is to be expected, and if it subsequently decreases 
a recurrence of the growth should be suspected. The woman should be 
thoroughly examined at frequent intervals and a rectal examination should 
not be omitted. A recurrence of the growth is to be expected in the great 
majority of the patients, but such recurrences do not necessarily make the 
prognosis hopeless; 10 per cent of these cases may be cured. Further treat- 
ment may relieve the symptoms and make the end peaceful, if not curative. 


MENSTRUATION AND DIABETES MELLITUS. 

Peperkorn is of the opinion that women suffering from glycusuria are 
more liable to go into coma at the time of menstruation than at other times, 
and reports four cases in support of this view. 


THE OUTCOME OF UNDESIRED PREGNANCY. 

Out of 6,001 women who attended an antenatal clinic in Berlin, 569, or 
48 per cent, asked that their pregnancies might be terminated. Medical 
reasons permitted this operation to be performed on 50 women. Gornick 
was in position to know that of the remaining 588 women only 199, or 40 
per cent subsequently gave birth to children, and it must be presumed 
that the remaining 319 women found the required facilities in other than 
medical circles. It so happened that no woman died as the result of the 
operation. 


LaBoUR CONTROLLED BY MEANS OF GYNARCOPAN, SUPPOSITORIES. 

There are two Gylnarcopan suppositories. | Number one contains eight 
different drugs including quinine and scopolamine, and is introduced early 
in labour. The second contains less quinine but more scopolamine and is 
inserted about an hour before delivery is expected. Kurig finds that the 
drugs are well absorbed from the rectum, and is satisfied that the suppoi- 
tories are of great value. 


G. W. Theobald. 


Annali di Ostetricia e Ginecologia. 


May, 1932. 
*Research on the phosphate (lecithin) content of the foetal brain at various 
stages. Cattaneo. 
*Post-climacteric metrorrhagia. Motta. 
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*Stomosine therapy in puerperal infections. Addessi. 
Stroma int he evolution of uterine cancer. Its prognostic value. Scarpitti. 
June, 1932. 
*Experimental research on the action of erbolin on the uterus and on the 
general constitution. Cattaneo. 
*Interstitial extra-uterine pregnancy. Revoltella. 
Primary carcinoma of the Fallopian tube. Bompiani. 
The influence of early rupture of the membranes on labour, on the puer- 
perium, and on the foetus. Giannuzzi. 
Herpes of the uterine cervix. Ottorino da Re. 
July, 1932. 
*Ovarian and parovarian tumours in relation to pregnancy. Vozza. 
*Erosions of the portio. Moglia. 
*Three cases of haematuria during pregnancy. Albanese. 


RESEARCH ON THE PHOSPHATE (LECITHIN) CONTENT OF THE FOETAL BRAIN AT 

Various AGES. 

In a previous series of investigations, Cattaneo determined the cholesterin 
content of the human brain. He has now carried out an analytical research 
on the content of the foetal brain in phosphates at each month from the 
fourth month to term. He has further investigated separately the lecithin 
contents of cerebrum and cerebellum of one child after birth, and of another 
during the ninth month of lactation. In the foetal brain there is present, 
is not typical lecithin, strictly analogous phosphates which contain choline 
as an organic base. 

He gives figures to show the absolute content of lecithin (based on the 
amount of phosphoric acid in an ether-alcohol extract) and the percentage 
content with reference to dry brain substance, and to the ethereal extract. 

The content increases regularly and progressively parallel to the age, 
both as regards dry substance and ethereal extract (contrary to the choles- 
terin ratio) and also in an absolute sense. 

Comparing the cerebrum with the cerebellum of children dead after 
delivery at term, he found a diminution of lecithin in the cerebrum of the 
sucking child and an increase in the cerebellum. In the child three days 
after birth the findings were opposite. The cerebral content is increased in 
the intra-uterine brain, while the cerebellar content is relatively small. 
Perhaps this is because the function of muscular tone, which Tucian attributes 
to the cerebellum in extra-foetal life, has not yet developed. Logically the 
regulation of tone is unnecessary before birth. 

Catanteo finally gives the lecithin-cholesterin ratio of the foetal brain. 
Such relation grows, parallel to the foetal age. Here he notes that, while 
the value increases in the cerebrum of the child at term, there is marked 
diminution in the cerebrum of the sucking child, but a higher value in the 
cerebellum. 


Post-CLIMACTERIC METRORRHAGIA. 

In general, a research for the cause of post-climacteric haemorrhage re- 
veals a malignant growth in the genital tract. 

Motta reports 97 cases of such haemorrhage, recently under his obser- 
vation; 72 cases were of malignant origin, and only 25 benign. Sixty-six 
of the malignant cases were due to cancer of the uterus or vagina, only six 
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to ovarian growths. The haemorrhage in the majority of the benign cases 
was due to fibro-myomata and mucous polypi. The latter may be con- 
sidered as circumscribed pathological hypertrophy analogous to diffuse 
hypertrophy of the endometrium and due probably to quantitative changes 
in Ovarian hormone activity. 

Cases of post-climacteric haemorrhage, often of brief duration and 
moderate in intensity, with an absolute negative report from histological 
examination of curettings after gynaecological examination, may be classed 
as due to senile apoplexy of the uterus. More or less extensive effusion of 
blood in an already atrophied mucosa may lodge under the investing 
epithelium, or find outlet through the uterine cavity. By ascent of germs 
from the vagina this stagnant blood becomes infected. A sanguino-purulent 
and, later, a purulent discharge. Hence it is often difficult to say whether 
senile endometritis is the cause or the result of certain post-climacteric 
haemorrhages. 


STOMOSINE THERAPY IN PUERPERAL INFECTIONS. 

Addessi reviews the various methods of treatment, local and general, 
used to combat puerperal infection. The efficacy of local remedies is very 
limited. From the first manifestation of symptoms the disease usually ex- 
tends beyond its primary site and spreads along the lymphatics and blood- 
vessels. Combining local treatment with general, such as colloidal silver, 
shows the development of bacteria in the tissues, neutralizes toxins, and 
stimulates leucocytosis. 

If fever persists, however, vaccine or protein therapy should be adopted. 
A study of these has shown that beneficial action may be obtained even 
by non-specific vaccines and normal serum. Good effects have been pro- 
duced by injections of milk alone or mixed with bacterial proteins, serum 
peptones and casein. The active immunizing agent is disintegrated protein 
which splits into two elements, one toxic and analogous to the endo-toxin 
present in the organism and one which neutralizes both toxins. This neutral- 
izing factor may be separated from the other, and when injected has a more 
powerful action than proteins since it is non toxic. Centanni called this 
element stomosine and the action which it developed to the advantage of 
the organism, stomo-therapy. It exalts the activity of cell ferments, thus 
dislodging the toxic products accumulated in the cells, it neutralizes bacterial 
endo-toxin, and increases the number and activity of the leucocytes. 

Centanni recommended that since the specific factor in each case has 
importance, stomosine should be prepared from the same germ. It should 
be derived from the protein molecule of the bacillus and from the cellular 
protoplasm injured by the bacterial toxins. Addessi refers to the results of 
various gynaecologists, in particular to those of Santi, who has used stomosine 
for four years in treating puerperal infections and who found that subcu- 
taneous injections were not to be relied upon. The injection should be 
either intramuscular or intravenous. Santi preferred the endo-venous 
method. 

Addessi gives his personal experience of 45 cases, 24 treated by intra- 
muscular injection, 21 by intravenous injection. The product employed 
was generally anti-streptococcal stomosine. In one case reported he pre- 
ferred anti-gonococcal stomosine. In nearly every case, especially when 
giving an intravenous injection, he gave a contemperaneous injection of 
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some cardiac stimulant, such as caffeine or ethereal camphorated oil. Five 
patients died, but he notes that they arrived in hospital in an almost hopeless 
condition, either from septicaemia or from diffuse peritonitis. In general, 
even very grave cases showed rapid improvement after only one injection. 

The temperature fell and the pulse-rate diminished. He chose the intra- 
muscular method of injection for those cases which came in an early stage 
of infection without alarming symptoms. He also employed this method in 
grave cases complicated by nephritis or cardiac disease. In such cases 
intravenous injections are absolutely contra-indicated. With the first method 
the reaction is less intense and the cure slower. The average dose, repeated 
daily, is one phial (this contains the active principle of 10,000,000 germs). 

With the second method, used in advanced and grave infections, the 
average dose is a quarter of a phial for the first injection and half a phial 
for succeeding injections. 

From the results obtained Addessi concludes that stomosine therapy repre- 
sents one of the most rational and efficacious means of curing puerperal 
infection provided that it is adopted in time. 

While this article was in the press he has carried out anti-streptococcal 
stomosine therapy on 23 other patients. Only two cases have ended fatally 
In six in which he doubted success cure has been obtained. He agrees with 
Santi that the best way of administration in any severe case is by the 
intravenous route. 


EXPERIMENTAL RESEARCH ON THE ACTION OF ERBOLIN ON THE UTERUS AND 

ON THE GENERAL CONSTITUTION. 

It is generally recognized that ergot of rye is the most unreliable of 
medical drugs as its strength varies according to the source of extraction, 
the epoch of the crop and the mode of preparation. Hence research began 
for a stable and standardized preparation which should exert on the uterus 
the full action of ergot. At the Milan Congress of 1931, Lenzi and Pelizzari 
reported that erbolin, an alkaloid of ergotoxin, was such a preparation, and 
had given excellent results in obstetrics. 

Cattaneo decided to investigate by experiment the value and nature of 
its action, not only on the uterus but on the system in general. 

Obtaining a standard quantity of ergotoxin phosphate he followed 
the directions of the Glaxo Laboratory, London, in extracting its active 
principles. He then made two series of experiments with the extract 
erbolin: (1) He determined its action on isolated uteri of rabbits and guinea- 
pigs in fresh Ringer’s solution. (2) He studied its action on isolated frog’s 
hearts, and on the heart and lung of a morphinized dog. 

From these experimental tests he concludes, and illustrates by graphs, 
that: (1) Erbolin acts very efficaceously on the uterine tone and contraction. 
It increases tone and provokes contractions, afterwards increasing their 
frequency, intensity and duration. (2) In moderate doses it has no 
adverse action on the respiratory or circulatory system. There is no appreci- 
able change in either. Given in large doses to the dog it increases auricular 
contraction. (3) Its action is constant and invariable, which can be explained 
by the fact that the alkaloid, phosphate of ergotoxin, is stable. The author 
concludes that erbolin might advantageously be substituted for ergot as the 
clinical experiences of Lenzi and Pellizari have already proved. 
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INTERSTITIAL EXTRA-UTERINE PREGNANCY. 

Revoltella reports a case of extra-uterine pregnancy in which the 
ovular sac was continuous with the uterine portion of the Fallopian tube. 
The patient, who was 26 years of age and the mother of two children, had 
had two normal confinements, but since the last had been infected with 
gonorrhoea. 

During the present pregnancy she had been treated for this without 
relief. She was sent to hospital about the end of the seventh month be- 
cause of severe abdominal pain with sickness, vomiting and fainting attacks. 
On examination after admission the foetal heart sounds could not be heard. 
There was an area of dulness in the lower left abdominal quadrant, con- 
tinuous with the uterus. A provisional diagnosis was made of either (a) 
interstitial obstruction due to the gravid uterus or (b) detachment of the 
placenta with free extravasation of blood. The scanty quantity of urine 
passed, containing albumin, favoured this view. 

When laparotomy was performed an extensive intraperitoneal effusion 
of blood was discovered with a thick clot of blood near the anterior wall of 
the uterus. On removal of this a macerated foetus (eight months) was 
seen lying free among the interstitial loops, the head was turned to the left 
and the feet were still in the pelvis. A large tear in the left uterine wall 
suggested spontaneous rupture of a gravid uterine horn. Subtotal hyster- 
ectomy and left salpingo-odphorectomy were performed. The patient’s 
post-operative course was excellent. 

Examination of the removed organs showed that, while the right tubal 
and round ligament insertions were normal, the left round ligament, con- 
siderably thickened, was continuous with the anterior wall of the ovular 
sac. The Fallopian tube ran laterally along the sac six centimetres under 
the margin of the rupture. The distal portion of the Fallopian tube was 
free. It then seemed to merge abruptly into the sac. The placenta was 
totally and tenaciously adherent to the wall of the sac adjoining the torn 
uterine wall. 


The case is interesting since it is unusual for an extra-uterine pregnancy 
to arrive at the eighth month with a normally developed foetus. 


OVARIAN AND PAROVARIAN TUMOURS IN RELATION TO PREGNANCY. 

Vozza gives a comprehensive review of literature concerning the associa- 
tion of ovarian and parovarian tumours with pregnancy, and analyses the 
reciprocal conditions created by such association and the best treatment at 
different stages of pregnancy. An original contribution to the subject lies in 
the tabulated history of 109 cases treated by Vozza in hospital at Milan. He 
finds that: 

(1) The eventual influence exerted by certain types of tumour on 
the functional activity of healthy ovarian tissue is slight or wanting. In a 
certain number of cases, however, sterility results, not so much from a dis- 
turbance of the genital glands as from changes in the endometrium which 
prevent the implantation of the fertilized ovum. 

(2) The anatomical type of ovarian tumour is usually benign. In his 
109 cases there was only one malignant tumour (a cystocarcino-sarcoma). 
There were 29 cases of dermoid cysts, 27 of ovarian cysts, and 52 of par- 
ovarian cysts. In 4.5 per cent of the cases the tumours were bilateral- 

(3) Considering the influence of pregnancy on the tumours, he thinks it 
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probable that through a more intensive circulation of hormones, as well as 
through pressure, the tumours increase in volume, and many become malig- 
nant. They should be treated as neoplasms. Pregnancy may also cause 
torsion of the pedicle, endocystic haemorrhage, necrosis and rupture. Der- 
moid and parovarian cysts are most influenced. On the other hand, a 
tumour may react on the uterus, causing extra-uterine pregnancy, or dis- 
placement. The uterus was retroverted in 20 per cent of his cases. 

(4) In cases in which the co-existence of a tumour with pregnancy is dis- 
covered before the sixth month, immediate operation has always seemed to 
give the best results. In cases discovered at or after the seventh month, opera- 
tion may be delayed for a few weeks to secure, ifpossible, the birth of a live 
premature child. When the patient is in the eighth or ninth month, inter- 
vention should take place so soon after delivery as possible—within 24 hours. 
Three or four days later the veins are thrombosing and there is a danger 
of embolism. Often Caesarean section must precede operation. In certain 
complications the vaginal ovarian operation is useful. Puncture of the cyst 
must sometimes be carried out. It may gave relief to the patient and must 
be immediately followed by removal of the tumour. Vozza lost only three 
patients, twice through rupture of the tumour followed by general peritonitis 
and once in the puerperium through suppuration and septicaemia which 
were present before operation. 


EROSIONS OF THE PoRTIO. 

So-called ‘‘ erosion ’’ of the portio is an extremely frequent occurrence 
in adults. As it sometimes presents microscopical appearances, which may 
be confused with the initial stages of carcinoma, knowledge of its anatomico- 
pathological aspect is important for the differential diagnosis. There is, 
further, widespread confusion between what Mayer called pseudo-erosion and 
what Moglia defines as true erosion—total or partial destruction of super- 
ficial tissue due to more specific inflammatory processes. 

Moglia gives a classification of both forms, a description illustrated by 
coloured microphotographs of both forms and of the various stages through 
which the true erosion passes from its beginning to complete cure. He limits 
himself to publishing only the results of his research, reserving his views on 
the synthetic origin and metaplasic changes in true erosion for a later work. 

He classifies the pseudo-erosions as follows: 

Pseudo-erosions: (1) Cicatricial ectropion; (2) Eversion of the cervical 
mucosa; (3) Congenital erosion. 

The first two occur after superficial wounds, often inflicted during par- 
turition or intervention. 

Congenital erosion was shown by Mayer to be due not to inflammation 
but to the persistence of foetal cylindrical epithelium in the zone of the 
portio in which flat epithelium ought to be formed. The first two forms also 
show cylindrical epithelium but this is the product of laceration which after- 
wards cicatrizes. In each form the surface of the zone is covered by a thick 
stratum of colourless, transparent, viscid mucus. This is a protective cover- 
ing against vaginal organisms. Its removal may convert a pseudo-erosion 
into a true one. In the second or granulation stage of the true erosion this 
same phenomenon is seen. Moglia divides true erosion into two phases: 
(1) Destructive (a) Characterized by de-epithelization, haemorrhage, and 
leucocytic infiltration; (b) Hyperplasia of the connective tissue and of the 
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blood-vessels. (2) Reconstructive (a) Epithelization and glandular formation 
at the site of the erosion. The production of the mucous protective layer; 
(b) The appearance of the basal sub-mucosa and its superficial proliferation; 
(e) Fall of the mucous layer, the formation of cysts of retention, a levelling 
of the flat epithelium and cure of the true erosion. 

In the vast majority of cases true erosion is secondary to inflammation 
of the cervix or fundus uteri, which has determined a flow of purulent irri- 
tating fluid across the orifice. 


THREE CASES OF HAEMATURIA DURING PREGNANCY. 

Albanese reports three cases of haematuria occurring in pregnancy, and 
gives a short review of the causes which most frequently give rise to the 
condition. Sometimes the symptom is transient and unimportant, but at 
others it may become so persistent as to necessitate interruption of the preg- 
nancy. It is often difficult to determine at the beginning whether the 
haemorrhage is from the genital or the urinary system. When haemorrhage 
from the vagina is excluded, four possible sources of haematuria must be 
considered—urethral, vesical, ureteric, and renal. In his third case the 
haematuria evidently originated from the bladder and soon disappeared 
after vesical lavage and the administration of calcium chloride. The other 
two cases, in spite of different symptoms, were due to partial haemorrhagic 
nephritis, brought on in a more acute form by the incidence of pregnancy. 
Albanese concludes from these and other experiences that haematuria in 
pregnancy is generally due to stimulation of former nephritic lesions. 

J. H. Filshill. 


Revista Italiana di Ginecologia e d’Obstetrica. 


May, 1932. 
*Chronic ulceration of the vulva and anus: its relation to lympho-granuloma. 
C. Correa. 
Statistics of surgical clinics in the Women’s Hospital at San Paulo. 
July, 1932. 
Citrated transfusion. De Souza. 
*The value of insulin treatment in metrorrhagia df ovarian origin, especially 
in haemorrhagic metropathia. De Azevedo. 
A case of tubal pregnancy with rupture of the Fallopian tubes and peritoneal 
flooding. Maia and De Castro. 
September, 1932. 
*The technique and evolution of supra-symphyseal Caesarean section. Rojas. 
A conference held in the National Academy of Medicine at Buenos Ayres, 
translated from Spanish by the Editor of Revista de Gynecologia et 
Obstetrica (six illustrations). 


CHRONIC ULCERATION OF THE VULVA AND ANUS: ITS RELATION TO LYMPHO- 

GRANULOMA. 

Correa undertook the study of chronic vulval ulceration (the so-called 
‘“esthiomtne of the vulva’’ or ‘‘Virchow’s rodent ulcer’’) chiefly from 
humanitarian motives. He found the disease was more frequent than is 
usually supposed, it is most intractable to treatment, and the life of the 
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sufferer becomes unbearable through such developments as fissures, fistulae, 
and stenoses. Lately a new impulse has been given to his work and a 
new basis for treatment by Professor Rabello’s suggestion that the disease 
is a form of lympho-granuloma. Aided by Motta and Portugal, material for 
Trei’s test (the intradermic injection 0.2 c.c. of lympho-granulomatous pus) 
was obtained, and the uicerating tissues were examined histologically. 

Correa describes about 34 cases, examined and treated. He then reviews 
and excludes the causes previously assigned for the disease by various 
gynaecologists. Taussig attributed it to racial predisposition, because the 
only patients he had treated for it in the United States of America were 
negroes. Correa’s experience is against this supposition, 16 of his patients 
being white. The ulcer attacks white or coloured women indifferently. 
Neither did he find it to depend on want of cleanliness or on prostitution; 
21 of his patients were married women; none were recognized as prostitutes. 
The initial stages of the disease may resemble blennorrhagia or syphilis, 
and may sometimes be associated with those diseases. The clinical signs 
and symptoms of gonorrhoea and syphilis are more acute and painful. They 
yield to treatment finally, although at first they may be rebellious. In 
chronic ulceration anti-syphilitic treatment is useless, but it may serve to 
establish the differential diagnosis between esthioméne and syphilis; the 
Wassermann reaction is negative. Correa had only four positive results in 
21 cases, probably due to previous association of the infections. 

The histological findings differ from those of tuberculosis which has been 
suggested as the cause in some cases. Giant-cells and associated epithelioid 
cells are only occasionally seen in chronic ulcer tissue although they are 
frequent in tuberculosis. Fibroblasts and fibrous connective tissue are 
exceptionally seen in tuberculosis, but are common in chronic ulcer. Frei’s 
test was strongly positive in all the cases tested. The histological examina- 
tion resembled lympho-granuloma. The diagnosis lay between that and 
Favre’s, or the ‘‘fourth venereal disease’’ which also gives a positive Frei’s 
reaction, but the initial chancre of Favre’s disease and further clinical 
symptoms had been absent. Therefore Correa feels justified in classifying 
the disease as an aberrant form of lympho-granuloma. Once verified, he 
recommends treatment by the intravenous injection of iodate of soda, associ- 
ated in some cases with Paquelin’s cautery or diathermic coagulation. 
Stenoses should be dilated and tonics given. Treatment must be prolonged 
and continuous. He has obtained great improvement in all cases but, as yet, 
no complete cure. 


THe Vatue or INnsOtin In TREATING METRORRHAGIA OF OVARIAN ORIGIN, 

PARTICULARLY HAEMORRHAGIC METROPATHY. 

Under the designation haemorrhagic metropathy are grouped cases 
characterized by more or less obstinate haemorrhage without apparent 
anatomical cause. It is usually associated with puberty or the climacteric, 
but it also occurs frequently between the ages of 30 and 4o years. De 
Azevedo concurs with Schroeder that the diagnosis of haemorrhagic metro- 
pathy should be made only when histological examination of the uterine 
mucosa shows glandular hypoplasia without cystic formation. This is 
distinct from normal menstrual mucosa. 

Vogt was the first to notice the action of insulin on the ovary. While 
treating amenorrhoeic patients for obesity, he observed that the immediate 

185 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


result of the treatment was the reappearance of regular menstrual periods. 
He subsequently found that, in patients who menstruated normally, insulin 
diminished the duration and abundance of the catamenia. In his work, 
based on more than 50 cases, he recorded that in haemorrhages of ovarian 
origin it had a rapid haemostatic action. In haemorrhages due to endome- 
tritis, polypi, adenomyoma, carcinoma, and sarcoma, it had no effect. Its 
failure, therefore, serves as a means of making the diagnosis. The mechanism 
of its action has still to be explained, but there is evidently an intimate 
connexion between the internal secretion of the pancreas and folliculin. 

With the experiences of Vogt and other gynaecologists in mind De Azevedo 
was encouraged to try insulin in the treatment of some cases in which other 
medical means, such as ergot, digitalen, and mammary gland injections had 
yielded only transient success. In one patient, aged 12, he began with 
doses of 20 units. As the haemorrhage did not lessen he prescribed 
injections of 40 units to be given in two doses of 20 units. By misunder- 
standing two doses of 40 units were given. The result was excellent. The 
patient was cured by two more injections of 40 units. 

He gives an account of 11 cases in most of which no other treatment 
was employed. Cure was sometimes obtained after two days of treatment 
and four injections. He concludes that insulin is a most efficaceous remedy 
in all cases of menorrhagia and metrorrhagia due to endocrine ovarian dis- 
turbance and also in those of menorrhagia due to acute or chronic adnexal 
inflammation. In amenorrhoea of extra-genital origin a smaller dose should 
be given and the treatment prolonged for four to eight weeks. 

The dose to inject is, in the majority of cases, 20 to 4o units per diem, 
beginning with a smaller dose. In obstinate cases it may be increased with- 
out risk—as his first experience showed—dividing the daily dose into two 
equal parts. Vogt considers insulin is contra-indicated in vaso-neurotic or 
tuberculous patients. 


THE TECHNIQUE AND EVOLUTION OF SUPRA-SYMPHYSEAL CAESAREAN SECTION. 

Rojas reviews various methods of performing Caesarean section and gives, 
when available, the statistics of the maternal and foetal mortality. 

From 1882 till the twentieth century the dominant means of treating 
osseous dystocia was the classical Caesarean operation. Comparing this 
with Porro’s mutilating intervention, Cuzzohi predicted that the future 
belonged to a third operation. Pinard inscribed on the walls of his 
Beaudeloque Hospital ‘‘Embryotomy on the living infant must pass.’’ In 
clean cases, early in labour, the maternal mortality in classical Caesarean 
section is negligible. In others Rojas quotes Munro Kerr and Holland’s 
statistics (4,000 cases from 1911 to 1920) to show that the safety of the 
operation disappears as labour becomes more prolonged and after attempts 
at delivery with the forceps. Holland’s figures were :— 

Average maternal mortality 
Before or at the beginning of labour... ... .. 1.6 per cent 
Advanced labour (0 57 ay 
Advanced after forceps be Cr one meee 27.0" 453 

In 1904 Franck reported his extra-peritoneal method, carried out in 13 
cases without a maternal death, although some patients were advanced in 
labour and others evidently infected. Porro’s method was definitely 
abandoned and superseded by extraperitoneal operations. The objections 
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raised to many of these were that the free dissection of the peritoneum and the 
temporary displacement of the bladder led to denutrition of the peritoneum, 
necrosis of the cellular tissue and trauma to the bladder. A more conser- 
vative type of interruption, like that of Stroganoff or Tweifel reduced the 
maternal mortality to 1.6 per cent, and the foetal mortality to half the 
average result. 

In 1927 Rojas published the technique of a supra-symphysial method, 
which he has employed for more than nine years. It is based on the 
principles adopted in Germany by Franz, Baisch, Hofmeyer and Fehling, but 
with modifications. He gives six clear illustrations to show the stages of 
the operation. He finds it is possible to proceed without waiting for dis- 
tension of the lower segment since the incision is made in the lower uterine 
segment and prolonged into the supra-vaginal portion of the cervix, but 
limited to the zone of distension. He thus reduces the interference with the 
peritoneum and bladder to a minimum. The restoration of the peritoneum, 
according to his experience, is perfect as is cicatrization of the uterine scar. 
The average maternal mortality is about 1.5 per cent. 

He considers this the method of choice for rapid uterine evacuation in 
cases of placenta praevia, haemorrhage from atony and in eclampsia after 
the thirty-second week of gestation. Local anaesthesia can be used in 
tuberculous, cardiac, or other cases in which a general anaesthetic is contra- 
indicated. 

J. H. Filshill. 


Acta Obstetrica et Gynecologica Scandinavica. 


Supplemtum x, 1932. 
*Cerebral injury in newborn children consequent on birth trauma; with an 
inquiry into the normal and pathological anatomy oi the neuroglia. 


E. Rydberg. : 


CEREBRAL INJURY IN NEWBORN CHILDREN CONSEQUENT ON BIRTH TRAUMA; 
WITH AN INQUIRY INTO THE NORMAL AND PATHOLOGICAL ANATOMY OF THE 
NEUROGLIA. 

The author forms the theory that the birth process exerts such an in- 
fluence upon the foetus that the intracranial circulation becomes impeded 
and the compensating blood-pressure regulation is put in action, and, 
further, that the essence of the birth trauma is, in many cases, the occur- 
rence of a non-compensated state of cerebral pressure, i.e. a cessation of the 
circulation in some parts of the brain. 

Intracranial bleeding and primary injuries to the tissue of the brain 
seem, in the majority of cases, to be due to some such general disturbance 
of the intracranial circulation, but probably large intracranial haematomata 
are sometimes caused by local vascular injuries, notably in the case of ten- 
torial tears. Vascular lesions may also be due to sudden changes in the 
intracranial pressure, and the author points out that such rapid changes 
evidently occur in some types of delivery. 


The author gives an account of 50 cases observed clinically. The fully 
developed clinical picture of intracranial bleedings and birth traumatic 
brain injuries is very typical and undoubtedly diagnostic errors are some- 
what rare. Many cases run their course, however, without any characteris- 
tic symptoms, and in such cases a diagnosis is impossible inlya vitam. 
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Localized cramps do not permit of any definite conclusions as to the 
situation and extension of the extravasations. Pupillar palsy, if clearly 
unilateral and complete, seems to give a reliable indication that the bleed- 
ing is localized mainly at the side of the paralysed pupil. 

The result of a post-examination of 48 surviving cases was as follows: 
Extreme mental deficiency was found in one-third of the cases. Resultant 
conditions which would probably have no serious effect on the individual’s 
possibilities in life, or complete freedom from resultant illness, were met 
with in fully one-third of the cases. Of the remaining cases the majority 
were probably seriously injured, but a definite prognosis could not be made. 

The permanent injuries found on post-examination were: defects in 
mental development, epilepsy, paretic conditions, static defects, disturbances 
originating in the neuro-muscular apparatus of the eyes, disturbances origin- 
ating in the static vestibular apparatus. 

In the cases with the severest injuries a large variety of defects was found. 

Epilepsy as a result of birth traumatic injury has the general character 
of what is known as secondary epilepsy, and the cramps are often of pro- 
nounced Jacksonian type. 

In the present series no cases of deafness were met. 

Radical therapeutic measures are only possible in cases in which the 
pathological agency is an intracranial bleeding. The objects of the thera- 
peutic measures are: to reduce the increased intracranial pressure, to re- 
move haematomata, to check actual bleedings. The chief means are: 
trephining with removal of the accessible extravasated blood, punctures of 
the intermeningeal spaces (lumbar puncture, subdural puncture), haemostatic 
measures. 

The author has operated only in one instance, but in this case there was 
nothing to be gained, as the bleeding was intracerebral and very extensive. 

Lumbar puncture has been much employed and warmly recommended 
by many authors. The present author’s experience is decidedly unfavour- 
able, and he points out (1) that it often fails in its intended effect to reduce 
the intracranial pressure owing to interruption in the communication be- 
tween the intracranial and spinal meningeal spaces, (2) that no therapeutic 
effect is observable even in cases of free outflow of the spinal fluid, (3) that 
sometimes not inconsiderable bleedings from the puncture occur. Further- 
more, as the lumbar puncture seems to be not*unattended by risks—wedg- 
ing and squeezing of the medulla—his conclusion is that it ought to be 
abandoned as a therapeutic measure. 

There is much evidence in favour of a common aetiological factor for 
the intracranial bleedings and the other common bleedings in newborn 
children, such as melaena and umbilical bleedings. For these haemorrhagic 
conditions successful use has been made of the transfusion of blood, and 
there are good theoretical reasons for the most effective therapeutic meas- 
ures directed against the tendency to bleed in cases of intracranial bleedings 
as well. 

An account is given of 32 cases of ‘‘major cerebral symptoms’’ treated 
with blood transfusion—2o0 c.cm. citrated blood in the superior longti- 
tudinal sinus. The results go to show that this treatment, if resorted to 
carly, probably saves the lives of some patients and not improbably im- 
proves the prognosis for all survivors. 

R. H. B. Adamson. 
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Venetian Journal of Medical Science. 


No. 6, 1932. 
“Bilateral contemporaneous tubal pregnancy. D. M. Monterumici. 


BILATERAL CONTEMPORANEOUS TUBAL PREGNANCY. 

Bilateral localization is infrequent in tubal pregnancy, are still rarer in cases 
in which the bilateral pregnancy is contemporaneous in origin, i.e. Monteru- 
mici tabulates the cases he had found recorded in the literature, of which 
the two earliest are those described by Manialdus of Bordeaux, in 1595, 
and by King, in 1774. Out of 75 bilateral pregnancies only 42 can be 
pronounced contemporaneous, because of their history and _ histological 
examination. 

Two cases have recently come under the author’s observation, but he 
makes only brief reference to one operated on by a colleague in the Venetian 
province. When laparotomy was carried out on a diagnosis of rupture of 
the right Fallopian tube, left salpingectomy had to be performed as well as 
right salpingectomy because of a large haematosalpinx, similar in character 
to that on the right. The mass was not examined histologically, therefore 
Monterumiici does not include the case in his list. 

The other case (No. 6) concerns a patient admitted to his own hospital 
on 16th September, 1931. The patient, who was aged 35 and the mother 
of four children, said all previous pregnancies has been normal save for a 
tendency to haemorrhage. In 1928 she had an attack of salpingitis, probably 
gonorrhoeal; she was cured by expectant treatment. Two months before 
admission menstruation became irregular, scanty and offensive. During 
September she passed clear blood and fragments of tissue, per vaginam. 
Three days before admission pains, resembling the expulsive pains of labour, 
suddenly appeared. At first they were localized to the right side of the 
pelvis; a few hours later they were experienced on the left side. Finally 
they affected both sides and were accompanied by fainting attacks. She 
was sent to hospital for urgent operation with a diagnosis of ruptured tubal 
pregnancy. Total hysterectomy and bilateral salpingectomy were _per- 
formed. She was discharged cured 12 days later. 

The uterus was normal in all respects, except that it was slightly enlarged 
and of remarkably soft consistence. Organising blood-clot was adherent to 
the posterior surface of the uterus and the left broad ligament. The ampul- 
lary portion of the right Fallopian tube was almost twice as large as that 
of the left and the isthmic portion was thickened. Chorionic tissue and 
blood-clot protruded from a large tear in the posterior surface of this 
Fallopian tube. The left Fallopian tube was not ruptured, but it was full 
of blood-clot. A small body, the size of a bean, was found in the ampul- 
lary swelling. Histological examination did not reveal an embryo or a 
corpus luteum on either side, but, though wanting in these two important 
data for confirming the diagnosis of contemporaneous fertilization, the 
author points out that the conditions present support the diagnosis. In 
both Fallopian tubes there were: (1) Active ovular elements, and (2) sections 
of various portions of the Fallopian tubes showed the histological modifi- 
cations characteristic of pregnancy. The ectopic gestation was undoubtedly 
bilateral. The difference in the size of the Fallopian tubes, one of which 
had ruptured, seem to point against fertilization having occurred in both 
Fallopian tubes after the same coitus. 
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On the other hand the absence of a history of true amenorrhoea, the 
alteration in the character of the menstrual flow to the time of admission, 
the onset of the pain and the histological report favour the contemporaneous 
origin. The most probable hypothesis is that two ova were liberated at the 
same time, the one undergoing direct fertilization and implantation in the 
right Fallopian tube, the other, after intra-uterine or trans-peritoneal 
migration becoming implanted in the left Fallopian tube and fertilized there. 
The diagnosis of the condition before operation is difficult, if not impossible. 

J. H. Filshill. 


The Japanese Journal of Obstetrics and Gynecology. 


June, 1932. 

*Fibromyoma of the portio. T. Ikeda and K. Ikeda. 

*Diabetes insipidus associated with uterine myoma and menorrhagia. T. 
Ikeda and K. Ikeda. 

An experimental study of thyroid function during pregnancy, parturition 
and the puerperium. Part I. The metabolism of iodine during preg- 
nancy and the puerperium. Nakamura. 

*The stroma reaction in carcinoma of the portio vaginalis: Clinical observa- 
tions. Toyoshima. 

*Doubts on the cause of the Zondek-Aschheim reaction (Z.A.R.) of preg- 
nancy. Mizuno. 

A supplementary investigation of the function of the hypophysis. Part I. 
The effects of the complete destruction of the hypophysis upon the 
general condition of the rabbit. M. Ikeda. 

A supplementary investigation of the function of the hypophysis. Part II. 
An investigation of the changes in the blood of rabbits of which the 
hypophysis has been completely destroyed. M. Ikeda. 

The effects of light upon the healing of wounds. T. Fuke. 


FIBROMYOMA OF THE PorTIO. 

The authors refer to Sauger’s description, in 1889, of myomata which 
evidently started from the anterior or posterior lip of the os uteri and grew 
down into the vagina, completely or partially blocking it. During 4o years’ 
practice they have treated several thousand cases of myoma, but very 
seldom any in which the tumour arose as in Sauger’s cases. 

As an interesting contribution to the statistics, they give an account of 
such a case, seen recently, in which the myoma arose from the entire 
margin of the os uteri. 

The patient, who was aged 52, and had five children, came to hospital 
because of menorrhagia, metrorrhagia and persistent lumbar pain for more 
than a year. On examination they were surprised to find that, in spite of 
so many confinements the vagina was extremely narrow. A swelling sprang 
from the whole margin of the os, especially from the posterior lip. Dilated 
vessels and ulcerated patches covered its surface, suggesting incipient carci- 
noma of the portio. Bimanual examination was almost impossible because 
of the narrowness of the vagina and the thickness of the abdominal wall. 
But between the enormously thick portio and the upper part of the uterus 
a distinct deep furrow could be felt, making the lower uterine segment 
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hour-glass in shape. The tumour was extirpated at three operations with 
a week’s interval between each: (1) A wedge-shaped incision was made in 
the forelip, which was partially enucleated. (2) Excision in pieces and 
enucleation of the still thicker posterior lip. (3) Excision of both sides and 
enucleation of the remaining part of the anterior lip. 

The first two operations were performed under spinal anaesthesia, the 
last with local anaesthesia. Histological examination showed a typical 
fibromyoma. Under the epithelial layer, destroyed at some places, was a 
round-celled infiltration and some mucous glands but no sign of inflam- 
matory processes. The muscle fibres ran parallel to each other and were 
surrounded by connective tissue which sent septa into the fibres and 
formed a sheath round them. Blood-vessels and lymph spaces were scanty. 


DtaBETES INSIPIDUS ASSOCIATED WITH UTERINE MYOMA AND MENORRHAGIA. 

The authors describe a case of diabetes insipidus coming on suddenly in 
a patient who suffered from menorrhagia due to a uterine myoma. The 
patient, who was aged 47 and the mother of one child, had been troubled 
with menorrhagia for five or six years. Suddenly, after a period of great 
thirst, polyuria occurred. The urine was often passed involuntarily. She 
was sent to hospital with a diagnosis of ovarian cyst, but on examination 
after admission this was not verified. The uterus was enlarged by a myoma 
and retroverted. The patient was in a poor general condition, anaemic 
and slightly lame in the left leg. 

Treatment was begun by giving injections of pituitrin (two cubic centi- 
metres in two doses daily). In about a fortnight there was marked 
improvement but the thirst and polyuria persisted. Injections of corpus 
luteum (one cubic centimetre) were given daily and radium treatment for 
the myoma. After five weeks the thirst and polyuria had disappeared, the 
specific gravity of the urine was 1015. When discharged from hospital the 
patient’s general condition had very much improved and the lameness had 
disappeared. 

Three months later the patient came back to the Out-patients’ Clinic in 
excellent health. The menses were normal and the uterus remarkably 
smaller. 

The authors consider that the cure of diabetes was due not only to 
ovarian extract but to its combination with radium. According to Francke 
and Danwitz radium exerts a very favourable influence in cases of diabetes 
millitus. 

J. H. Filshill. 


THE STROMA REACTION IN CARCINOMA OF THE PORTIO VAGINALIS: CLINICAL 

OBSERVATIONS. 

A report is given on the results obtained in an investigation of 30 cases 
of carcinoma of the portio vaginalis, which was carried out in order to 
establish the relaxation existing between the stroma reaction. In the case 
of carcinoma of the portio vaginalis the eosinophilic infiltration in the 
stroma seemed to appear earlier than any other cellular infiltration. 

The carcinomatous invasion was less marked in those cases in which the 
dense eosinophilic infiltration of the stroma was observed than in those with 
cellular infiltration. In consequence the former cases ranked at the top in 
the operative prognosis and those cases of moderately dense eosinophilic 
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infiltration in the stroma came next. Out of the cases with various cellular 
infiltrations of the stroma the prognosis seemed to be worst in the case of 
dense infiltration with plasma cells. 

Generally speaking, carcinomatous invasion was clinically observed to 
be the more intense and, in consequence, the operative prognosis worst, in 
the case of slight cellular infiltration in the stroma, than in the case of dense 
infiltration. The average age was smallest in the cases with dense eosino- 


philic infiltration of the stroma and greatest with slight infiltration of 
various cells. 


DouBTS ON THE CAUSE OF ZONDEK-ASCHHEIM REACTION (Z.A.R.) OF 

PREGNANCY. 

The author experimented by destroying the hypophysis of female 
rabbits, weighing 1.4 to 1.9 kgms. and injected three c.c. of a three per 
cent aqueous extract made of the placantae of the third and fourth gravid 
months, into the auricular vein three times a day, with intervals of one 
day. Progress was observed for a month and then they were killed by 
means of air embolism on the day of the last injection. The ovary and 
uterus were minutely examined with the naked eye and histologically. At 
the same time the skull was dissected and examined, whether the preceding 
destruction of the hypophysis was achieved, or otherwise. 

Out of 57 rabbits, 24 died in the middle of the operation or immediately 
after it, and, in the remaining 33, observations were made to the end. In 
six out of the 33 rabbits, the remains of the pituitary tissue were not found. 
In all cases, although most parts disappeared some tissue of the anterior 
lobe was left behind. Sixteen cases failed altogether. 

The changes occurring in the ovary and uterus after injection were as 
follows. A rapid enlargement occurred in the ovary and uterus shortly 
after the injection. In an ovary and uterus, one side of which had pre- 
viously been extirpated, a remarkable increase was present either in the 
size or weight; a few haemorrhagic spots were present and the new growth 
ot the corpus luteum was easily recognizable by the naked eye. 

Histologically, there was a remarkable decrease of the primordial 
follicles, development and obliteration of the follicles, haemorrhage in the 
mature follicles and the formation of the corpus luteum. Intense conges- 
tive swelling, enlargement and proliferation of the cells of the mucous mem- 
brane and the uterine glands were noticed in the utcrus. 

The author concludes that an increase of the hormone in pregnant 
women and its overflow in the urine cannot be regarded as secondary 
phenomena due to the hyperfunction which is produced in the anterior lobe 
of the hypophysis by stimulation of the placental substance. 

C. D. Read. 





REPORTS OF SOCIETIES. 


THE BRITISH COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS. 


The quarterly meeting of the Council was held on December 6th, 1932, at 
the College House, 58 Queen Anne Street, Dr. W. Blair Bell, President, in the 
Chair. The following Members were elected to the Fellowship of the College : 
Cedric Lane-Roberts, Louisa Martindale, James Henry Drew Smythe, 
John St. George Wilson, and the following were elected to the Membership : 
John Cecil Alexander Dowse (Gibraltar), George Frederick Gibberd 
(Australia), Edith May Hall (London), Alan Morris Johns (London), 
Stephen Alphonsus McSwiney (India), Richard Glyn Maliphant (Cardiff), 
Ellen Douglas Morton (Glasgow), William Joseph Rawlings (Australia). 

Mr. W. Gilliatt (London) was elected to fill the ‘‘casual’’ vacancy on the 
Council caused by the election of Dr. J. S. Fairbairn to the Presidential 
Chair. 

At the termination of the meeting Dr. J. S. Fairbairn made the pres- 
cribed declaration on being inducted to the Presidential Chair and received 
the keys of the Seal and Badge of Office from the retiring President, 
Dr. W. Blair Bell. 

On the motion of the President, the Council passed a Resolution convey- 
ing the thanks of the College to Dr. W. Blair Bell for all he had done for 


the formation of the College both before and during his period of office as 
first President. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNAECOLOGY. 


At a meeting of the Section held on Friday, October 21st, Dame LouIsE 
McILRoy opened a discussion on 


THE INDICATIONS FoR AND AGAINST CAESAREAN SECTION. 


After emphasizing the need for strict definition of the indications for the 
operation, the opener proceeded to discuss her practice and that of her 
assistants in her clinic at the Royal Free Hospital. With regard to the 
most frequent indication, disproportion between the foetal head and the 
pelvic brim, Professor McIlroy pointed out the value of trial labour. She 
stated that in her clinic the general adoption of this procedure had resulted 
in a progressive diminution in the number of patients subjected to Caesarean 
section, because in a certain proportion of cases spontaneous delivery 
unexpectedly occurred. The type of pelvic deformity which gave rise to 
more anxiety than any other was that in which there was contraction of the 
outlet without deformity of the brim. Asymmetrical pelves had proved 
less likely to lead to obstruction in labour than had formerly been antici- 
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pated. Of malpresentations, the persistent breech with extended legs in 
elderly primigravida, and the persistent transverse lie, had been regarded as 
sound reasons for the performance of the operation. 

In Professor MclIlroy’s experience, placenta praevia rarely demanded 
Caesarean section, nor did she consider that abdominal delivery was ever 
the best treatment for concealed accidental haemorrhage. The results were 
so bad that more conservative methods were preferable, and the same 
opinion was held with regard to the treatment of eclampsia. Heart disease 
in pregnancy was discussed, and the importance of rest, and of the 
co-operation of a cardiologist, were stressed. Caesarean section did not offer 
any advantages over natural delivery. Sterilization of the mother with a 
diseased heart was condemned. In two cases rigid cervix following amputa- 
tion of the cervix was the indication for the operation. This experience has 
led Professor McIlroy to abandon the operation of amputation of the cervix 
in women of child-bearing age, except when the cervix is pathologically 
elongated. Contra-indications for Caesarean section, and some points in the 
technique of the operation were discussed. The lower segment operation 
has not been adopted in the Professor’s clinic. Tabulated statistics were 
shown of 183 Caesarean sections done in the Royal Free Hospital during a 
period of 10 years. The Caesarean section rate was 1.9 per cent; the 
maternal mortality was 3.6 per cent; stillbirths and neonatal deaths together 
amounted to 3.2 per cent. 

Mr. L. Carnac RIvETT, continuing the discussion, was in general agree- 
ment with the opener, but dissented in certain particulars. He did not see 
any advantage in waiting until labour had started before operating; he was 
convinced that the careful preparation which preceded an arranged opera- 
tion was an important factor in promoting a smooth convalescence. He 
strongly objected to trial labour, not on the grounds of personal 
convenience, but because he considered that the implied indecision on the 
part of the obstetrician was not tolerated by a patient or her relations in 
private practice. In his opinion a method which was solely applicable in 
an institution should not be held up to students as a sound method. He 
would go further than Professor McIlroy in her advocacy of Caesarean 
section in cases of breech presentation. He had recently become so im- 
pressed with the danger of breech delivery to the foetus, that he would 
permit natural birth only in cases which were entirely uncomplicated. 
Mr. Rivett considered that in cases of failing heart abdominal delivery 
always involved more strain than natural labour, but he sometimes per- 
formed Caesarean section because of the opportunity afforded of sterilizing 
the patient. He did not share the previous speaker’s abhorrence of steriliza- 
tion in suitable cases. With regard to the management of cases of ovarian 
cysts complicating pregnancy, he expressed unorthodox views. He was 
always content to wait until term before removing the cyst, and would deal 
with the foetus according to circumstances. He had not seen any reason to 
fear axial rotation of a cyst during pregnancy. 

Dr. EverARD WILLIAMS deplored the performance of Caesarean section, 
except on scrupulously defined indications. His figures for a hospital 
practice show a strong preference for the induction of premature labour; in 
2,416 deliveries he did 15 Caesarean sections and 179 inductions, with no 
maternal mortality in either group. He was in favour of trial labour, but 
would not permit the test period to last longer than two hours after rupture 
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of the membranes. In failed trial labour, and in potentially infected cases, 
he had found the extraperitoneal method of Latzo superior to the more 
usual lower segment operation. Dr. Williams advocated Caesarean section 
in those toxaemic cases which had failed to react favourably under sedative 
treatment. He considered it a grave slur on modern obstetrics that a 
number of eclamptic women was permitted to die undelivered. He stigma- 
tized Caesarean myomectomy as a dangerous unsurgical operation; he denied 
that fibromyomata ever obstruct labour. He disagreed very definitely with 
the view that the delivery of a frank breech, even in an elderly primipara, 
entailed such serious risk as to justify Caesarean section. In conclusion, 
he made a strong plea for the abandonment of non-absorbable suture 
material. 

Mr. W. S. RIcHARDSON gave details of a series of 96 cases of Caesarean 
section, with three maternal deaths, mainly from the Royal Victoria and 
West Hants Hospital. He described modifications of the classical operation 
attributed to McCann, of Glasgow, which involves the eventration of the 
pregnant uterus. He makes a long incision into the uterus, and aims at 
removing the complete ovum intact; meanwhile an assistant controls bleed- 
ing by compressing the main arteries. To prevent post-partum haemorrhage, 
he places a bag containing six pounds of sand over the sutured abdominal 
incision, and substitutes a firm binder after 48 hours. Mr. Richardson is 
not an ardent believer in the value of trial labour in doubtful cases of 
disproportion. His attitude is rather—‘‘when in doubt, operate at full 
time.’? He expressed decided convictions against eliminative treatment in 
eclampsia; in 14 out of the series of 96 cases, eclampsia or albuminuria was 
the indication for the Caesarean section. In a group of 13 cases of eclampsia 
treated by Caesarean, section, the maternal mortality was 15.38 per cent. 

Mrs. IvVENS-KNOWLEs considered trial labour to be rather a barbarous 
procedure. She showed that in her series of 266 cases of Caesarean section 
for contracted pelvis, pyrexia occurred with increasing frequency the longer 
labour had been in progress. With an apyrexial puerperium a sound uterine 
scar, able to undergo the strain of another pregnancy, was much more 
likely to be left. She was in favour of Caesarean section in cases of central 
and lateral placenta praevia in the interests of the mother as well as of the 
child. Her results were better. than the published statistics of cases treated 
by version. She was opposed to myomectomy at the time of Caesarean 
section, and thought total hysterectomy a safer. operation with large 
tumours. She had employed catgut for uterine suture in 352 cases of 
Caesarean section with a total mortality of 1.99 per cent, and knew of only 
two fatal cases of rupture, both in nephritic cases, in which sterilization 
was refused. 

Dame LoulIsEe McILRoy replied briefly. 


Mr. Gorpon LUKER read a short communication on 


EXOPHTHALMIC GOITRE IN PREGNANCY AND LABOUR. 


He stated that pregnancy in association with primary exophthalmic goitre 
was rare, and that few cases of pregnancy and labour in patients suffering 
from this disease had been reported by obstetricians during the past 20 
years. His opinion was that the prospects of a successful termination to 
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pregnancy and labour were not good; this opinion was supported by the 
literature, which showed that more than half the reported cases ended in 
miscarriage, premature labour, or stillbirth. He reported a case in which 
a primipara, aged 29, suffering from the disease, was cured during preg- 
nancy, and gave birth to a healthy living child. The onset of the Graves’ 
disease followed marriage. Eight months later, when pregnancy was diag- 
nosed, the patient was put to bed and treated by rest, plenty of milk, and 
Lugol’s solution at times. She improved and was nearly well when labour 
started at the end of the thirty-seventh week. Labour terminated with the 
birth of a small, but healthy child. There was very little liquor amnii, and 
very little loss of blood. The mother was able to nurse her infant, and 
did not show any signs of relapse. These notes were followed by a short 
résumé of the literature, especial reference being made to previous papers 
by Gardiner-Hill and Clifford White. 

Mr. W. GILLiaTT described the unsatisfactory obstetric history of two 
patients with exophthalmic goitre for whom he had been responsible. The 
first patient was a primigravida, aged 25, who was first seen when three 
months’ pregnant. Severe vomiting was giving cause for anxiety, but her 
condition improved under treatment with intravenous glucose and insulin. 
Spontaneous delivery occurred at the thirty-second week. The child was 
alive, but died 18 hours later. The goitre was partially removed in two 
stages during the next six months. She is now again pregnant. 

In the second case, a woman aged 23, who had had a normal delivery a 
year previously, Mr. Gilliatt emptied the uterus at the tenth week after 
consultation with a physician. Her health improved after partial thyroid- 
ectomy, and 18 months later her third pregnancy started. There was a 
marginal placenta praevia, and the child was stillborn. A fourth pregnancy 
terminated prematurely with the birth of a macerated foetus weighing one 
pound. This gestation was also complicated by placenta praevia. 


At a meeting of the Section of Obstetrics and Gynaecology of the Royal 
Society of Medicine, held on Friday, November 18th, 1932, Dr. HERBER'1 
SPENCER showed two cases of 


CANCER OF THE BODY OF THE UTERUS 


with secondary growths in the vagina and vulva, treated by operation and 
radiation, and free from recurrence after 10 and 13 years. 

Case 1. The patient was a widow, aged 62, with two children; she had 
had one abortion. The left half of the vulva was removed for columnar- 
celled carcinoma on January 24th, 1918. Cancer of the uterine body was 
overlooked, owing to coarctation of the vagina. After dilatation of the 
vagina the uterus was found to be enlarged by the cancer; it was fixed. 
Radium was applied to the growth without effect. The uterus was removed 
abdominally on April 14th, 1918. Vulva and groins were treated with 
X-rays. The patient remained free from recurrence for nearly 11 years till 
her death from acute bronchitis on March 4th, 1929. 

Case 2. The patient was a nulliparous widow, aged 56. The uterus was 
as large as it is at the third month of pregnancy. Vaginal hysterectomy 
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was performed with the galvano-cautery on November 25th, 1918. In 
February, 1919, an ulcerated growth was found in the vaginal wall. 
Radium was applied in April, 1919. The growth rapidly disappeared. In 
February, 1928, a rodent ulcer appeared in the right naso-labial fold. 
Radium was applied to this growth, which rapidly disappeared. The patient 
was in excellent health in September, 1932, more than 13 years after the 
removal of the uterus by operation and the treatment of the vulval growth 
by radium. 

Mr. T. G. STEVENS had also met with cases of advanced carcinoma of 
the body of the uterus with growths on the vulva. He considered that the 
survival rate after hysterectomy for carcinoma of the body was remarkably 
high. He had never found malignant glands along the aorta in these cases. 
If the vulval growths were removed by excision or exposed to radium the 
prospect of cure was good. 

Dr. MaLtco_tm DonaLpson discussed the effect of radium on metastases in 
the vagina and ‘vulva. 


Mr. EARDLEY HOLLAND read a paper on 
THE TERMINATION OF EARLY PREGNANCY BY ABDOMINAL HYSTERECTOMY 


He referred to the fact that the operation of abdominal hysterotomy 
miniature Caesarean section performed before the period of foetal viability, 
had only of recent years been done at all generally by British obstetricians. 
He emphasized his conviction that the operation should not be regarded as 
the routine method of terminating an early pregnancy. Simpler methods 
sufficed in the majority of cases, but when pregnancy had advanced beyond 
the sixteenth week, abdominal hysterotomy was a valuable procedure, if 
serious illness necessitated rapid evacuation of the uterus, if sterilization 
was indicated, and in certain cases of hydatidiform mole. 

The operation could be performed under general anaesthesia, or with 
equal facility with local or spinal analgesia. When dealing with a preg- 
nancy of less than three months’ maturity, he practised preliminary packing 
of the vagina so as to lift the uterus out of the pelvis and render it more 
accessible to the parietal incision. He discussed the details of the technique 
of the incision of the uterus, the removal of the ovum, and suture of the 
uterus. He also reviewed various methods of sterilization; it was _ his 
practice to excise a portion of the interstitial part of the Fallopian tube. 
Mr. Holland and his colleagues at the London Hospital had had recourse to 
the operation in 26 cases during the past five years. These cases, with the 
addition of four private cases, made a total of 30, in which the indications 
for operation were as follows :— 

Cardiac disease with failure, nine; chronic nephritis, eight; exophthalmic 
goitre, severe grade, two; former puerperal insanity, two; severe epilepsy, 
two; pulmonary tuberculosis, one; diabetes mellitus, one; disseminated 
sclerosis, one; severe polyarthritis, one; old caries of the spine, kyphosis, 
one; debilitated multipara with long series of difficult labours, one; severe 
psychoneurosis in a child of 16, one. All the patients made rapid and 
uneventful recoveries. 

Mr. Vicror Bonney said that in 1918 he had published a paper in The 
Lancet entitled ‘‘Abdominal Evacuation of the Pregnant Uterus before 
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Viability.’’ Therein, in addition to the indications stated by Mr. Eardley 
Holland, he had included ‘‘cases in which a uterus requiring evacuation 
contained fibroids.’’ He had found no reason to alter the views he then 
expressed, and he would not hesitate to employ abdominal evacuation when 
the pregnancy was of less duration than four months, if the vagina was 
narrow, or the cervix was small. 

Dr. R. A. Gipgon agreed that abodminal hysterotomy had an important 
place in obstetrics. Discussing the question of sterilization, he stressed the 
importance of making use of a method which would with certainty protect 
the patient against conception. He had always removed the Fallopian 
tubes. He stated that an action in law could be brought against a surgeon 
who failed to sterilize a patient after undertaking to do so. 

Mrs. IvENS-KNOWLES stated that in certain cases in which another preg- 
nancy was contra-indicated, she preferred to perform panhysterectomy, as 
ligature of the Fallopian tubes, even with silk, occasionally failed to sterilize 
the patient. 

Mr. T. G. STEVENS preferred vaginal methods of emptying the pregnant 
uterus, except in cases of extreme urgency. He emphatically disagreed with 
Mr. Bonney that fibroids in a pregnant uterus ever provided an adequate 
indication for abdominal hysterotomy followed by myomectomy. 

Mr. Neon ReEynotps, Dr. J. M. Wyatt, Dame Lovutse McILRoy, 
Dr. Matcotm Donacpson, and Dr. J. P. HEDLEy also took part in the 
discussion. 

Dr. HERBERT SPENCER, responding to an invitation from the President, 
said that having worked for 40 years to promote and maintain fertility in 
women, he regretted the modern tendency to limit their fertility. He 
regarded sterilization as an unethical procedure which frequently failed in 
its object. Although abdominal hysterotomy might occasionally be needed 
after the fourth month, he did not think that there was any possible 
indication for its performance earlier. For evidence of the safety of delivery 
per vaginam, he quoted a statement that among 175,000 abortions induced 
in Moscow, there were only nine deaths. He would not expect abdominal 
hysterotomy to yield such results, and it had the additional danger of the 
development of peritoneal endometrioma, and of rupture of the uterine 
scar should pregnancy occur. 

Mr. Eardley Holland replied to the various points raised in the dis- 
cussion. 


The PRESIDENT exhibited 
A SKIAGRAM OF AN Occiprro-POSTERIOR POSITION. 


Dr. HepLey demonstrated lantern slides of the X-ray photographs of a 
woman approaching term, showing a foetus in ulero presenting by the 
vertex with its occiput posterior, and to the right side, while its back was 
anterior and to the right. A twist could be seen in the upper part of the 
thorax. He had discussed the skiagrams with Dr. Coldwell, who made the 
X-ray examination, and he did not think that there was any possibility of 
error in the reading of the plates. The child was born with the occiput 
posterior. He suggested that the unusual disposition of the body of this 
foetus might furnish an explanation for some apparent errors in diagnosis. 

Mr. T. G. STEVENS commented on this case. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


A meeting of the North of England Obstetrical and Gynaecological 
Society was held at Liverpool on October 28th, 1932: the President, 
Dr. Lacey, was in the Chair. 


Dr. GERRARD, of Manchester, read a paper on 


EPITHELIOMA VULVAE AS AN OCCUPATIONAL DISEASE AMONG COTTON 
OPERATIVES. 


A review of the literature on the aetiology of epithelioma vulvae, reveals 
several papers on the subject since that of Weir, which appeared in 1875. 
Weir was the first to suggest that in the majority of cases the epithelioma 
developed on an old leukoplakic vulvitis. Other writers on the subject, 
including Taussig, whose name is familiar on account of his extensive 
writing, have supported Weir’s observations, and in addition, other factors 
have been described, namely syphilis, condyloma acuminata senilis, chronic 
Bartholinitis and trauma. Syphilis, as a cause of the condition, has been 
studied particularly by Taussig’s colleague, Gellhorn. Acuminate warts 
were first considered as a factor by Winchel. 

Berkeley and Bonney, in their paper, published in 1910, stress the im- 
portance of leukoplakic vulvitis as a precursor of cancer. Graves and Smith, 
in their article published in 1929, also stress the importance of leukoplakic 
vulvitis, and take the rather original line that leukoplakia and kraurosis are 
phases of the same process with cancer as the end-result in unfavourable 
cases. 

It seems, however, that up to the present time all authors have confined 
their attention to the connexion between cancer and its precursor; with the 
exception of Gellhorn, who suggests syphilis, and Bumm, who described a 
case following an X-ray burn, they have not made any observations on the 
true underlying cause, except to suggest that it may be some form of 
chronic irritation. 

The endeavour in this investigation has been to find some factor which 
might account for both the precursor and the disease. 

It having been suggested by Dr. Henry, one of His Majesty’s Medical 
Inspectors of Factories, that industry might furnish the clue in certain 
cases, an inquiry into the occupations followed by a series of patients has 
been carried out. From various sources, 373 cases have been collected; 217 
were obtained by a search through the records, up to 1930, of the Man- 
chester Royal Infirmary, St. Mary’s Hospital, Manchester, Bury Infirmary, 
Oldham Royal Infirmary, and Bolton Infirmary. The majority of cases 
was obtained from the two first-named hospitals. 

Of these 217, it has been possible to obtain full information regarding 
the occupations followed by only 101, and impossible to trace the remaining 
116. In view of the fatality of the disease, and the fact that some of the 
cases occurred in the year 1857, this is not surprising. 

By the courtesy of Dr. Henry, who has abstracted all cases of skin 
cancer from the Manchester and District Death Registers from 1835 onwards, 
8g other cases which had not received hospital treatment were obtained 
These, however, proved, almost without exception, impossible to trace. 
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Thirty-four cases occurring in East Lancashire were obtained from the 
National Death Registers for 1924 and 1925, and of these full information 
is available concerning 21. 

Thirty-three cases from the records of the Halifax Infirmary, of which 
14 have been traced, furnish a useful comparison from another industrial 
area. 

The investigation has been carried out by questionnaire, followed up in 
certain instances by personal inquiry. 

In the analysis of occupation which has been made, 10 years has been 
considered as a minimum period for a particular occupation, otherwise the 
case has been grouped under ‘‘housework.’’ 

In some cases the cancer arose a number of years after the patient had 
ceased to follow an industrial occupation. The occurrence of a latent period 
is, however, well accepted in epithelioma scroti, and it seems reasonable to 
assume its possibility in epithelioma vulvae. : 


Analysis of 101 Cases. 


COMtOnsWeavers)<: ss: ss 23 Milliners 

Ex-cotton weavers... .... 18 Typist 

Gotton spinners ... «. << 10 Laundresses 

Ex-cotton spinners... .... 19 Office cleaner 

Woollen spinner Be eee 1 Teacher 

Ex-woollen spinner... ... I Nurse cok Sagi aere Noe 
Warehouse packer... ... I Housework only,,.. ...  ... 27 


It will be seen that 60 patients, or 59.4 per cent, worked, or had 
previously worked, as cotton operatives. If the two woollen operatives 
who work under similar conditions are added, the figure becomes 61.4 
per cent. 

The obvious reply to figures such as these is that a large percentage of 
women in East Lancashire work, or have worked, in cotton mills. 

It is not an easy task to obtain exact information in this matter, but 
an estimate can be obtained by an inquiry into the occupations and 
previous occupations of patients attending representative hospitals. For 
this purpose the Manchester Royal Infirmary and St. Mary’s Hospital were 
chosen, as both admit women from a wide area, and, as stated previously, 
the majority of the cases investigated had been inmates of these institu- 
tions. An estimate of this kind will obviously be on the high side, because 
it omits a consideration of women outside the hospital class, very few of 
whom will have followed any industrial occupation at all. It will, however, 
suffice for the purpose. 

Taking several series of 100 consecutive women patients aged 20 years 
and upwards, it appears that approximately 28 per cent of average 
admissions, work, or have worked, in cotton mills. 

It will be seen that cotton operatives and ex-operatives feature more 
than twice as frequently in the series of patients suffering from epithelioma 
labii, than patients following other occupations. The suggestion is, there- 
fore, that there is a possible relation in certain cases between the occupation 
and the disease. 

Owing to the work of Southam, Wilson and Henry, the occupational 
incidence of epithelioma scroti amongst cotton spinners is now well 
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established, with mineral lubricating oil as the causative factor. It is 
therefore natural to consider the possibility of a similar aetiology in 
epithelioma vulvae. A visit to a cotton mill, however, soon demonstrates 
that the case is not nearly so obvious in women as in men. In fact, 
whereas men mule spinners work in oil-saturated overalls, it would appear 
at first sight difficult to understand how oil can come into contact with 
the vulva at all. Close investigation, however, has revealed the following 
possibilities. 


(a) In the case of spinners. 

1. The air in a spinning mill contains a certain amount of oily fluff 
which may tend to make its way underneath the clothing and collect on a 
hairy moist part. Dampness in the region of the vulva is inevitable owing 
to the raised temperature in the mills, and also to the fact that the required 
atmosphere is humid. 

2. Spinners’ hands are always oily from contact with the machinery, 
and small quantities of oil may be transferred to the vulva during visits to 
the lavatories. It is also interesting to note that difficulty is experienced in 
many mills in preventing the use in the lavatories of cotton waste which 
may, sometimes, be oily. 


(b) In the case of weavers. 

1. “‘Sweeping.”’ Most weavers do their own sweeping at least once a 
week and sometimes more often, according to the type of yarn being used. 
The tendency nowadays, however, is towards employing special workers 
for this purpose. Sweeping consists of thoroughly cleansing the looms and 
removing all fluff. The sweeping is done by means of a small hand-brush, 
which rapidly becomes saturated with oil, and a squatting position is 
necessary for certain stages of the operation, particularly for cleaning low 
down under the loom. 

It is therefore possible for a certain amount of oily fluff and dust to find 
its way under the clothing. In this connexion one may quote the remark 
of an old weaver who stated that ‘‘her parts were always dirty after 
sweeping.” 

2. Via the hands. Each weaver oils the loom picker spindles many 
times a day. This is usually done by means of a wad of cotton waste 
soaked in oil. Irritation of the vulva by frequent application of small 
quantities of mineral oil would therefore seem to be quite a_ possibility 
hoth in the case of spinners and weavers. 

Following up this question of irritation by oil, the occupations of the 
husbands of the patients who had not worked as cotton operatives were 
analysed, as it seems possible that if the husband worked at an oily trade, 
small quantities of oil might be transferred to the vulva of the wife via 
bedclothes, or towels, or during marital relations. 

Of these 41 cases, 12 were single and two were widows, without informa- 
tion available regarding the husbands’ occupations. An analysis of the 
occupations followed by the other 27 revealed :— 


Occupation of husband when wife is not employed as a colton operative. 


Shipwright 
Fitter 


Detective... ae oe st I 
Packer oe re ra ae I 


Railwaymen ase | pees ae 5 Builders’ merchant... ... I 
I 
1 
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Iron turner Ss whi» Ves Clerk 

Moulder Be Pee Sree Labourers ie 
Spindle and key maker... Electric cableworker 
Gardeners and farmers seis : Bobbin maker 


Miners eto acnr desee Soldier 
Shopkeepers 


In 10 other cases, therefore, there seems to be a possibility of oil as a 
factor. 

For comparative purposes particulars of two other series of cases are 
now given :— 


(4) Twenty-one cases collected from the National Death Registers of East 
Lancashire for 1924 and 1925. 
Weavers 
Ex-weavers 
Spinner 
Ex-spinners iis “Reape Vee. 
Sewing machinists and dressmakers 
Housework only 


Therefore 52.8 per cent of the patients were cotton operatives and 
ex-operatives, a figure very similar to that obtained in the hospital gorup. 


(b) Fourteen cases from Halifax Infirmary. 
Woollen spinners and ex-woollen spinners 
Woollen weavers and ex-woollen weavers 
Dressmakers 
Housework only 


Therefore woollen operatives and cx-operatives comprise 73 per cent. 
This is interesting in view of the fact that very similar working conditions 
prevail to those in the cotton industry. 

In view of the foregoing investigations an inquiry was made among the 
gynaecologists in Manchester, whether they have encountered the condition 
in their private practice. From the replies Teceived, epithelioma vulvae 
appears to be rare among patients of the leisured classes. 


SUMMARY. 

An investigation has been carried out to determine the possibility of an 
occupational factor in epithelioma labii. The results obtained suggest that 
in certain cases the factor is contact with mineral oil. This being so, 
epithelioma vulvae requires consideration as an occupational disease, and 
the question of compensation must arise. 

The PRESIDENT referred to the fact that the percentage of women 
employed in cotton mills is much lower now than it was a few years ago. 
This would have to be taken into account in estimating the frequency of 
the condition. 


Mr. KiNG said that in Sheffield the condition was common although 
women were not working with oil. At the same time, what Dr. Gerrard 
had said about the husbands also applied in Sheffield. 
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In reply, Dr. Gerrard said that, if anything, the figures for the incidence 
of the disease in his cases were low. He found that epithelioma vulvae 
was common in private practice; it had also been reported to be rare on the 
Continent, notably in Vienna and Budapest. 
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Mr. P. Macpas, of Liverpool, read a short paper on 
TRICHOMONAS VAGINALIS. 


The trichomonas vaginalis is an organism, the significance of which 
possibly has been too much neglected by English gynaecologists, although 
to parasitologists its interest has always been great. On the other hand, in 
America and on the Continent a considerable literature dealing with both 
the morphology and the clinical significance of trichomoniasis has arisen in 
recent years, the general consensus of which is to the effect that the organ- 
ism is definitely pathogenic; the one discordant note being struck by Miss 
Andrews in a paper published in the Journal of Tropical Medicine in 1929. 

The cases to be described are drawn from a series of too consecutive 
gynaecological cases. In 11 of these cases trichomonads were present, but 
they were found in large numbers in only four cases. In the other cases 
occasional organisms were seen. 

In the 14 cases in the series in which leucorrhoea was the main, or a 
prominent symptom, trichomonads were present in five cases, giving a per- 
centage of 36 in cases of leucorrhoea; the incidence in the series was 11 
per cent. This number comprises the four cases in which they were found 
in large numbers, and in these cases their presence was anticipated on 
account of the character of the discharge. 

On combining the figures reported in the literature 
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observers, out of a total of 3,200 examinations trichomonas vaginalis was 
found in 630 patients, or 19.8 per cent. 

The detection of the trichomonads is quite easy. If a little of the dis- 
charge is scooped up with the end of a speculum, or even with a finger 
and placed on a slide with a drop of normal saline, the organisms can 
readily be seen with the sixth objective of the microscope. They are recog- 
nized by two features. They are more refractile than pus or epithelial cells 
and appear bright; in the second place, they exhibit characteristic move- 
ments. The movements are usually not as active as would seem from 
some of the published descriptions. Although migratory movements can 
sometimes be seen, the more usual type of movement is not migratory, the 
organism remaining fixed at one of its poles, usually the flagellated pole, 
which is often thrust against a clump of pus-cells, and the whole body of 
the parasite exhibits a swaying movement with the flagella waving rapidly 
and continuously. The movement of the flagella is difficult to detect with- 
out practice, but is the most constant and characteristic feature of the 
movement of the organism. 

The discharge in cases of heavy infection with trichomonads is certainly 
characteristic. It is foaming, and may be likened in appearance to cuckoo 
spit. It is usually white in colour. Mucus is relatively rare in the dis- 
charge. Correlated with this last observation is the fact that the trichomo- 
nads are never seen in the cervix; presumably the mucus inhibits their 
movement. 

The trichomonads could not be cultured for more than a few days. The 
medium recommended by Andrews was used, but the heavy bacterial 
infection could not be overcome. This was invariably found associated 
with the presence of trichomonads, mainly due to the bacillus coli, which 
finally always dominated the culture. The organisms certainly can be 
grown for considerable periods with suitable care. . 

Touching upon the very vexed question of the pathogenicity of trichomo- 
nas vaginalis, three propositions may be stated and considered separately. 

1. That the trichomonas vaginalis is the primary cause of some cases of 
vaginitis. 

This is the view widely held on the Continent and in America. The 
upholders of this view spoil their contention by claiming that tricho- 
moniasis has been constantly diagnosed mistakenly as gonorrhoea, and 
even, according to one writer, as carcinoma, and also by tentative claims 
that the parasite bears a causative relation to puerperal infection, despite 
the fact that it never invades the tissues. Much of the confusion has arisen 
from the fact that the trichomonads are usually found associated with a 
heavy bacterial infection. 

There are two facts against the definitely pathogenic nature of the 
trichomonas. First, the fact just mentioned, namely that in patients com- 
plaining of leucorrhoea, the trichomonads are never found, except in 
conjunction with a bacterial infection. Secondly, many cases occur in 
which trichomonads are found accidentally on routine examination, and, 
although they are present in enormous numbers, there is very little dis- 
charge and no symptoms. While the degree of resistance of the host may 
be raised to quash such cases, as in all questions of infection, it is felt that 
the balance of evidence is against the primary pathogenic nature of 
trichomonas vaginalis. 
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2. That the trichomonas is a harmless saphrophyte. 

The large number of women in whom the organism is discovered 
accidentally, coupled with the fact that it is not found in vaginitis unless 
there is a concomitant bacterial infection, gives support to this view. 

3. That the trichomonas vaginalis may so modify the character of a 
vaginal discharge as to aggravate the symptoms due to the discharge. 

There is evidence that this proposition is true in some cases. Sub- 
jective symptoms, namely burning and pruritus, were unusually marked in 
three of the five cases of leucorrhoea in which the trichomonads were 
found, and most observers have described a similar aggravation of symp- 
toms in such cases. 

Furthermore, it is incontestable that the organism does modify the 
chemical and physical nature of a vaginal discharge. The bubbles of gas 
which are constantly present in the discharge indicate an intense activity 
on the part of the trichomonads, an activity which is made very vivid by 
watching them for some time under the microscope. It seems probable that 
their metabolism, though undoubtedly saphrophytic in nature, produces 
some irritating chemical change in the discharge. 

Many methods of treatment have been recommended, but apparently 
not one is specific. The trichomonads are very easily destroyed, but it is 
difficult to render a patient free from trichomonas. Re-infection must 
occur, possibly from the bowel. In the five cases described relief of symp- 
toms was obtained by thorough washing of the vulva and vagina with green 
soap, painting the vagina and cervix with 1o per cent mercurochrome 
solution and leaving a glycerine and icthyol pack in the vagina for 16 hours, 
repeating the treatment twice a week. Of course, such a method of treat- 
ment is equally efficacious in inhibiting bacterial growth. 

Mr. Kinc considered the trichomonas vaginalis to be the actual cause of 
the discharge and irritation in some cases. He referred to the fact that 
discharge might be almost absent, or profuse like that of gonorrhoea, but 
there mucus was not present. Pruritus was much better during and just 
after a period, when the trichomonas were absent. The condition could be 
diagnosed by the following physical signs: (1) the introitus is spotted with 
small red areas and is shiny, (2) the vaginal walls are spotted (strawberry 
vagina), and (3) the swollen condition of the rugae. There did not appear 
tc be any danger of transmission to other persons in the same house, and 
the condition did not appear to be related to puerperal infection. 


Mr. W. W. Kine, of Sheffield, showed a specimen of 
RUPTURED TUBAL PREGNANCY IN AN ACCESSORY FALLOPIAN TUBE. 


The history of the patient was as follows. 

Mrs. S., aged 32, had one child six years ago and two abortions at the 
third month, the second of which was seven months ago. 

On September 30th, 1932, the patient was admitted in a dying condition 
to the Jessop Hospital. The following history, which is of necessity in- 
complete, was obtained from her husband. On August znd, 1932, she had 
a normal period lasting for four days. On September 2nd she had a loss 
for two days which she regarded as a normal period. Ten days later she 
had a show. 

She was in normal health up to the morning of admission (September 
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30th), when at 9 a.m., while sitting at breakfast with her husband, she had 
a sudden attack of abdominal.pain, and she thought that her bowels were 
going to act. She went to the lavatory, where she remained for some time. 
She looked ill on her return, and lay down on the couch. The doctor was 
not sent for until 12.30 p.m. 

She was admitted to the Jessop Hospital at 4 p.m. in an apparently 
dying condition; the radial pulse could not be felt; the blood-pressure was 
too low to be recorded. After an intravenous injection of 500 c.c. of gum 
saline her systolic blood-pressure rose to 70 mm. H.g. 

A very superficial examination showed that there was free fluid in the 
abdomen, but the only abnormality which could be detected on vaginal 
examination was a great tenderness. At 6 p.m. a blood transfusion of 
590 c.c. of citrated blood was given. This was followed by considerable 
improvement in her general condition. She was able to answer questions 
and her blood-pressure rose to 85. Her pulse-rate could be counted; it was 
136. At 8 p.m, she had another attack of pain. The problem was whether 
to operate at once or to wait for further improvement. It was decided to 
operate, because the recurrence of the pain suggested further bleeding. 
The operation: was commenced under anaesthesia by gas and oxygen, the 
intention being to give an auto-transfusion. After the fascia had been 
divided, the pulse and respirations suddenly ceased. The peritoneal cavity, 
which was full of bloody fluid, was opened, the heart was massaged and 
adrenalin was injected into the cardiac muscle. After massaging for about 
20 minutes the heart began to beat regularly. What was apparently a 
right ovarian pregnancy was then removed. The Fallopian tube was free 
from the gestation sac, and forceps easily grasped the pedicle, which 
appeared to be the mesovarium. The ovary was neither seen nor felt, but, 
obviously, detailed examination was out of the question. 

Unfortunately, while the peritoneum was being closed the heart ceased 
to beat, and, in spite of all efforts, it could not be restarted. 

The specimen appeared to be a beautiful example of a ruptured ovarian 
pregnancy, with a mass of protruding chorion. . It was not until sections 
were cut that it became clear that the pregnancy was not in the ovarian 
tissue, but in a thin-walled Fallopian tube. The amniotic cavity was full 
of blood, but an embryo was not detected. 

Dr. MacConaiLt, Lecturer in Anatomy at the Sheffield University, 
estimated the period of gestation at the end of the fourth or the beginning 
of the fifth week. 

The points of interest are: (1). The difficulty in deciding when to operate. 
Had the patient died before anything was done, regret would have been 
felt at the delay in operating. (2) The value of gum saline and blood 
transfusion. (3) The site of implantation of the ovum. Since the Fallopian 
tube was free from the specimen which grew from the broad ligament, there 
scems to be little doubt that it is an example of the rupture of a pregnancy 
in-an accessory Fallopian tube. 


Mr. R. Watson, of Liverpool, described a case of 
PROLAPSE OF A PREGNANT UTERUS THROUGH A TEAR IN THE POSTERIOR 
VAGINAL FORNIX. 
The case about to be described is of interest because of its extreme 
rarity. The patient, who had five children, was aged 41. She was 
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admitted to hospital on the 13th July, 1932. Her last menstrual period 
was on the 4th April, 1932, i.e. she was about 14 weeks pregnant. She had 
felt quite well during the pregnancy except for rather obstinate constipa- 
tion; she had not noticed any disturbance of micturition. About five hours 
before admission the patient went to the lavatory, having previously taken 
an aperient; she had rather severe bearing-down pains, and on straining she 
suddenly felt something come down; there was also a gush of blood.. She 
thought she was having a miscarriage and sent for a midwife, who at. first 
thought it was a foetal) head which she saw at the vulva, and tried to 
extract it; she then realized that it was something more serious and sent for 
a doctor, who had the patient sent to hospital. 

On admission the patient was very collapsed, the pulse rapid in rate and 
of poor volume. The uterus and both appendages were lying outside the 
vulva, the right ovary being separated from the uterus and hanging by a 
thread of tissue; the mass was thoroughly contaminated: There was little 
bleeding at first, but as the patient’s condition improved the haemorrhage 
started again. 

She was given a blood transfusion, and under ether anaesthesia the 
condition was investigated more thoroughly. It was found that the uterus 
had prolapsed through a tear in the posterior vaginal fornix; the vagina 
was not abnormally thin, but there was some discoloration of the edges of 
the tear. The uterus and appendages were removed by dividing the para- 
metrium and the anterior vaginal fornix; the operation was easily completed, 
as the uterus was almost completely separated from the bladder. The 
vessels were secured in the same manner as when performing vaginal 
hysterectomy and the vault of the vagina closed, except for a small opening 
through which a gauze drain was inserted. The convalescence was unevent- 
ful; the patient’s temperature never rose above 100.8°F. and she was 
discharged on the twenty-first day, with the vagina well healed. 

On questioning the patient subsequently, she denied any attempt at 
interference or recent coitus. 

There are only four cases of this type described in the literature. 
Grenser described one in 1857, when the patient died; he mentions one 
other. Rosenberger described one in 1909, which he treated, in the same 
was as the case described, with recovery. Henkel described one in 1929, 
in which he first saw the patient with an incarcerated gravid uterus and 
ulceration of the posterior vaginal fornix. The following day the uterus 
prolapsed through the posterior fornix; he extirpated the uterus and the 
patient made a complete recovery. 

From the description of the speaker’s case, it appears certain that the 
accident could not occur unless the uterus was retroverted, but it is 
interesting to note that in the case described the patient did not have any 
disturbance of micturition. 

The PRESIDENT considered that the condition described could only have 
arisen as a result of the pressure of a retroverted gravid uterus or following 
interference. He had seen a case of abortion followed by peritonitis due to 
a tear in the posterior vaginal fornix, the possibility of interference being 
denied. 

Professor DoNALD had seen three cases in which a vaginal rupture into 
the pouch of Douglas had been followed by prolapse of the small intestine, 
showing how weak the tissue must be. 
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Mr. W. GouaGu, of Leeds, described a case of 
CONGENITAL DEFECT—FAECAL IMPACTION 


occurring in a girl aged 17, whose only complaint was that of an abdominal 
swelling which was the size of a full-time uterus. There had not been any 
other complaints, and the patient’s general health was good. Examination 
of the abdomen revealed the facts that there were patches of resonance 
over the mass and that pressure on the solid parts of the swelling was 
followed by indentation. 

The anterior part of the external genitalia was normal and the hymen 
was intact, but immediately behind the hymen was a small aperture which 
was sufficiently large to admit a slate pencil. From the aperture liquid 
faeces were escaping. There was not any sign of a normal anus or anal 
sphincter, but lying behind the opening, and running in a _ transverse 
direction was a collection of fibrous tissue forming a bar with a sharp edge 
directed forwards. Following enlargement of the orifice by incision several 
pounds of faeces were removed, and the abdomen was emptied within three 
weeks. An. attempt was then made to form a sphincter anii by an opera- 
tion resembling that for repair of a complete perineal laceration, the incision 
being carried backwards as far as the transverse ridge of tissue. In the 
event of sphincteric control not developing, Mr. Gough raised the question 
of the necessity, or otherwise, for colotomy. 

Professor DouGAL, in describing the case as one of cloacal extra-vaginal 
termination of the rectum, considered that this case supported the view 
that the hymen arose from the roof of the urogenital sinus and not from 
the cloacal membrane. 





